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REAUTHORIZE THE INDIAN HEALTH CARE 
IMPROVEMENT ACT 


WEDNESDAY, JULY 28, 2000 


U.S. Senate, 

Committee on Indian Affairs, 

Washington, DC. 

The committee met, pursuant to other business, at 2:11 p.m. in 
room 485, Senate Russell Building, Hon. Ben Nighthorse Campbell 
(chairman of the committee) presiding. 

Present: Senators Campbell, Inouye, and Dorgan. 

STATEMENT OP HON. BEN NIGHTHORSE CAMPBELL, U.8. SEN- 
ATOR FROM COLORADO, CHAIRMAN, COMMITTEE ON IN- 
DIAN AFFAIRS 

The Chairman. I will submit my complete opening statement for 
the record on S. 2526, since we have a short amount of time. 

(Text of S. 2526 follows:! 
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II 


106th CONGRESS 
2d Session 


S. 2526 


To amend the Indian Health Care Improvement Art to revise and extend 

«*eh Act. 


IN THE SENATE OF THE UNITED STATES 
May 9, 2000 

Mr. Campbell (for hinurlf and for Mr. lMHTYE) introduced the following bill; 
which waa read twice and referred to the Committee on Indian Affairs 


A BILL 

To amend the Indian Health Care Improvement Act to revise 
and extend such Act. 

1 Be it enacted by the Senate ami House of Hepresenta- 

2 fives of the United States of America in Congress assembled, 

3 SECTION 1. SHORT TITLE; TABLE OF CONTENTS. 

4 (a) Short Title.— T his Act may be cited as the 

5 “Indian Health Care Improvement Act Reauthorization of 

6 2000 ". 

7 (b) Table of Contents.— T he table of contents for 

8 this Act is as follows: 

See. 1. Short title. 

TITLE I— REAUTHORIZATION AND REVISIONS OF THE INDIAN 
HEALTH CARE IMPROVEMENT ACT 
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Sec. 101. Amendment to the Indian Health Care Improvement Art. 

TITLE II — CONFORMING AMENDMENTS TO THE SOCIAL 
SECURITY ACT 

Subtitle A — Medicare 

See. 201. limitations on charge*. 

See. 202. Indian health program*. 

See. 203. Qualified Indian health program 

Subtitle B — Mrdiraid 

See. 21 1. Payment* to Krdrrally-qtialtArd health renters 
See. 212. Slate consultation with Indian health program* 

See. 213. Frnap for arrvirea provided by Indian health programs. 

See. 214. Indian Health Renter programs 

Subtitle C— State Children’* Health Insurance l*n*ram 

See. 221. Enhanced fmap for State childrens health iiauranre program. 

See. 222. Ihreet binding ot State children's health imuranre program 
"See. 2111. Direct binding of Indian health programs. 

Shibtitle J>— Authorisation of Appropriation* 

See. 231 Authorisation of appropriation 

TITLE HI— MISCELLANEOUS PROVISIONS 

8re. 301 Kepeak 

See. 302. Semabdity pronssona 

1 TITLE I— REAUTHORIZATION 

2 AND REVISIONS OF THE IN- 

3 DIAN HEALTH CARE IM- 

4 PROVEMENT ACT 

5 8EC. 101. AMENDMENT TO THE INDIAN HEALTH CARE IM- 

6 PROVEMENT ACT. 

7 The Indian Health Care Improvement Act (25 U.S.C. 

8 1601 et seq.) is amended to read as follows: 

9 “SECTION 1. SHORT TITLE; TABLE OF CONTENTS. 

10 “(a) Short Title. — This Act may be cited as the 

1 1 ‘Indian Health Care Improvement Act’. 
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1 “(b) Table of Contents.— T he table of contents 

2 for this Act is as follows: 

"See. 1. Short title; table of content*. 

“See. 2. Finding*. 

“See. 3. Declaration of health objective*. 

“See. 4. Definition*. 

"TITLE I— INDIAN HEALTH. HUMAN RESOURCES AND 

DEVELOPMENT 

“See. 101. Purpoae 

“See. 102. General r^uimmu. 

"See. 103. Health profrsaions recruitment program for Indiam. 

"See. 104. Health profrauom pcejiaratacv scholarship program for Indi- 

“See. 105. Indian health pmfrauoia schoianhipa 
“See. 106. American Indiam into pavrhdogy program. 

“See. 107. Indian Health Service extern programs. 

"See. 108. Continuing education alkmanre* 

“See. 109. Cotninunity health re|*v*reitative program 
“See. 110. Indian Health Smite loan repayment program 
“See. III. Srhotarmhip aid loan rrpavxnrut rwm fund 
“See. 112. Reeniitinent arthitiea. 

“See. 113. Tribal rerruitrarnt and retention program. 

“See. 114. Adxanred training and research 

“See. 113. Nursing programs. (Jumtui N. Burdirfc American Indiana into 
Nursing Program 

"See. 116. Tribal culture and h alary 
“See. 117. INMED program. 

"See. 1 18. Health training programs of community roOrgea. 

“See. 119. Retention bonus 

"See. 120. Nursing rraidmry program. 

"See. 121. Community health aide program for Alaska 

“See. 122. Tribal health program administration 

"See. 123. Health professional rhronir shortage derma at ration pngert. 

“See. 124. Scholarships. 

“See. 125. National Health Service C^ps 

"See. 126. Subatance abuse coutaeioe education demoratration pngert. 
“See. 127. Mental health training aid community education. 

“See. 128. Authorization of appropriations. 

“TITLE II— HEALTH SERVICES 

"See. 201. Indian Health Care Improvement Fund. 

"See. 202. Catastrophic Health Emergency Fund. 

“See. 203. Health promotion and disease prevention service*. 

"See. 204. Diabetes prevention. treatment, and control. 

“See. 205. Shared amice*. 

"See. 206. Health service* rmarrh. 

"See. 207. Mammography and other canrer vreening. 

"See. 208. Patient travel rorts. 

"See. 209. Epidemiology renter*. 

“See. 210. Comprehensive school health education program*. 

"See. 211. Indian youth program. 
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"Sec. 212. Prevention. control, and diminution of communicable and infec- 
tious disease*. 

"Sec. 213. Authority for provision of other service* 

“See. 214. Indian women's health care. 

"Sec. 215. Environmental and nuclear health hazards. 

“Sec. 216. Arizona as a contract health amice ddhery area 
“See. 217. California contract health lenirca demonstration |eo*ram. 

“Sec. 218. California as a contract health service ddhery area. 

“Sec. 219. Contract health services for the Trenton service area. 

“Sec. 220. Pro«rams operated by Indian tribes and tnhal organization* 
“See. 221. Licensing 

"See. 222. Authorization for emergency contract health service* 

“See. 223. Proraj* action on payment of claims 
“See. 224. Liability for payment. 

“See. 225. Authorization of appropriations 

“TITLE III — FACILITIES 

“See. 301. Consultation, construction and renovation of facilities; reports 
“Sec. 302. Safe water and sanitary waste disposal facilities 
“Sec. 303 Preference to Indiana and Indian Arms 
“See. 304. Soboba sanitation facilities 
“See. 306. Expenditure of n onscrvice hinds for renovation 
“See. 306. Funding for the eonstrurtion, expansion, and modernization of 
small ambulatory rare fecvhtw* 

“See. 307. Indian health care ddhery demonstration perfect 
“See. 308. I And transfer. 

"See. 309 Leases 

“See. 310. Loans, loan guarantee* and loan repayment 
"See. 311. Tribal leasing. 

“See. 312. Indian Hcakh SenWeAnbal farihtiew joint venture program. 
“Sec. 313. Location of farilitica 

“See. 314. Maintenance and im p roveme n t of health care facilities 
"See. 315. Tribal management of Federally -owned quartern 
“See. 316. Applicability of buy American requirement. 

“See. 317. Other fondir« for foeilitiea. 

“See. 318. Authorization of appropriate 

"TITLE IV — ACCESS TO HEALTH SERVICES 

“See. 401. Treatment of payments under medicare program. 

"See. 402. Treatment of payments under mrdinud program 
"See 403 Report. 

“See. 401. Grants to and funding agreements with the service. Indian 
tribes or tribal organizations, and urban Indian organiza- 
tions. 

“See. 405 Direct billing and reimbursement of medicare, medicaid, and 
other third party pavorv 

“See. 406. Reimbursement from certain third parties of cost* of health 

"See. 407. Crediting of reimbursements 
“See. 408. Purchasing health care coverage. 

"See. 409. Indian Health Service. Department of Veteran's Affairs, and 
other Federal agency health facilities and services sharing. 
"See. 410. Pgyor of last resort. 

“See. 41 1. Right to recover from Federal health care programs. 
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"See. 412. Tuba city demonstration project 
"See. 413. Amu to Federal insurance 
"See. 414. Consultation end rulemaking 
“Sc*. 415. Limitations on charge* 

"See. 416. Limitation on Secretary's waiver authority. 

"See. 417. Waiver of medicare and medicaid sanction*. 

"See. 418. Meaning of ‘remuneration’ for purposes of safe harbor provi- 
sions; antitrust immunity. 

“See. 419. Co-insurance, co-payment*, deductibles and premiums. 

"Sec. 420 Inclusion of income and resources for purposes of medically 
needy medicaid eligibility. 

"See. 421. Estate recovery provisions 

"See. 422. Medical child support 

"See. 423 Provisions relating to managed care. 

"See. 424. Navqjo Nation mrdraid agency 
"See. 425. Indian advisory committee* 

"8ee. 426. Authoritation of appropriation* 

“TITLE V— HEALTH SERVICES FOR URBAN INDIANS 


"See. 501. Purpose. 

"See 502. Contracts with, and grant* to, urban Indian organisation*. 

"Sec. 503. Contract* and grant* ter the provision of health rare and refer- 
ral service*. 

“See. 504. Contracts and grant* for the determination of unmrt health 

care n e ed s. 

“See. 506. Evaluations, renewals. 

“Sac. 506. Other contract and grant requirements. 

“See. 507. Report* and records. 

“See. 508 Limitation on contract authority 

“8rc. 509. Facilities 

“Sec. 510. Office of Urban Indian Health 

“Sec. 511. Grant* for alcohol and substance abusr related a roiees. 

"8ee. 612. Treatment of certain demonstration prtpvt*. 

"8ce. 513. Urban NIAAA transferred programs 
"See. 514. Consultation with urban Indian organisation. 

"Sr*. 515. Federal Tort Claims Act coverage 

"See. 516. Urban youth treatment renter demonstration 

“See. 517. Use of Federal government fanlUws and source* of supply. 

“See. 518. Grant* for diabetes prevention, treatment and control. 

"See. 519. Community health reprrsrotatne* 

"Sc*. 520. Regulations. 

"See. 521. Authorization of appropriation* 

TITLE VI— ORGANIZATIONAL IMPROVEMENTS 

"8re. 601. Establishment of the Indian Hrahh Service as an agency of the 
Public Health Service. 

"Sre. 602. Automated management information system. 

"Sre. 603. Authorization of appropriations. 

“TITLE VII— BEHAVIORAL HEALTH PROGRAMS 

"See. 701. Behavioral health prevention and treatment services. 

"Sre. 702. Memorandum of agreement with the Department of the Inte- 
rior. 
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"Sec. 703. Comprehensive behavioral health prevention and treatment pro- 
para. 

"Sec. 704. Mmul health technician program. 

“Sec. 705. I-ircnaing requirement for mental health rare worfcrr* 

“Sec. 706. Indian women treatment program*. 

"Sec. 707. Indian youth program 

“Sec. 708. Inpatient and eoraraunrty>ba*ed mental health farilitirs design. 

construction and staffing assessment — 

"Sec. 709. Training and community education 
"Sec. 710. Behavioral health program. 

“Sec. 711. Fetal alcohol dnnrdrc fending. 

"Sec. 712. Child sexual abuse and prevention treatment program*. 

"Sec. 713. Behavioral mental health research 
”8ee. 714. Definitions. 

"Sec. 715. Authorisation erf appropriation*. 

••TITUS VIII — MISCELLANEOUS 

"Sec. 801. Report* 

•Sec. 802 Regulation* 

"Sec. 803 Plan of unptrmrnUtaai 
“Sec. 801 Availability of fund* 

“Sec. 805 limitation on use of fund* appropriated to the Indian Health 

“Sec. 806 Eligibility of California Indians 
“Sec. 807. Health service* for ineligible prrwns. 

“Sec. 808 Reallocation of base rraourrea 
"Sec. 809 Results of drmonstratkn perfects 
“Sec. 810. Provision of srevirea in Montana 
“Sec. 811 Moratorium 
“Sec. 812 Tribal employment 
"Sec. 813 Prime vendor 

“Sec. 814. National Bi-I , art»an Commiasiun on Indian Health Care Enti- 
tlement 

“Sec. 815. Appropriate*; availability. 

"Sec. 816. Authorisation of appropriations. 

1 “SEC. 2. FINDINGS. 

2 “Congress makes the following findings: 

3 “(1) Federal delivery of health services and 

4 funding of tribal and urban Indian health programs 

5 to maintain and improve the health of the Indians 

6 are consonant with and required by the Federal Gov- 

7 eminent's historical and unique legal relationship 

8 with the American Indian |>eople, as reflected in the 
Constitution, treaties. Federal laws, and the course 

•8 U> IS 
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1 of dealings of the United States with Indian Tribes, 

2 and the United States' resulting government to gov- 

3 eminent and trust responsibility and obligations to 

4 the American Indian people. 

5 “(2) From the time of European occupation 

6 and colonization through the 20th century, the poli- 

7 cies and practices of the United States caused or 

8 contributed to the severe health conditions of Indi- 

9 ans. 

10 "(3) Indian Tribes have, through the cession of 

1 1 over 400,000,000 acres of land to the United States 

12 in exchange for promises, often reflected in treaties, 

13 of health care secured a de facto contract that enti- 

14 ties Indians to health care in perpetuity, based on 

15 the moral, legal, and historic obligation of the 

16 United States. 

17 “(4) The population growth of the Indian peo- 

18 pie that began in the later part of the 20th century 

19 increases the need for Federal health care sen-ices. 

20 “(5) A mqjor national goal of the United States 

21 is to provide the quantity and quality of health sen-- 

22 ices which will permit the health status of Indians, 

23 regardless of where they live, to be raised to the 

24 highest possible level, a level that is not less than 

25 that of the general population, ami to proride for the 

4iwn 
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1 maximum participation of Indian Tribes, tribal orga- 

2 nizations, and urban Indian organizations in the 

3 planning, delivery, and management of those serv- 

4 ices. 

5 “(6) Federal health services to Indians have re- 

6 suited in a reduction iu the prevalence and incidence 

7 of illnesses among, and unnecessary and premature 

8 deaths of, Indians. 

9 “(7) Despite such services, the unmet health 

10 needs of the American Indian people remain alarm* 

1 1 ingty severe, and even continue to increase, and the 

12 health status of the Indians is far below the health 

13 status of the general )>opulation of the United 

14 States. 

15 “(8) The disparity in health status that is to be 

16 addresses is formidable. In death rates for example, 

17 Indian people suffer a death rate for diabetes 

18 mellitus that is 249 percent higher than the death 

19 rate for all races in the United States, a pneumonia 

20 and influenza death rate that is 71 |>ercent higher, 

21 a tuberculosis death rate that is 533 percent higher, 

22 and a death rate from alcoholism that is 627 |>ercent 

23 higher. 
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1 “8EC. 3. DECLARATION OP HEALTH OBJECTIVES. 

2 “Congress hereby declares that it is the policy of the 

3 United States, in fulfillment of its special trust rcs|>on- 

4 sibilities and legal obligations to the American Indian 

5 people — 

6 “( 1 ) to assure the highest possible health status 

7 for Indians and to provide all resources necessary to 

8 effect that policy; 

9 “(2) to raise the health status of Indians by the 

10 year 2010 to at least the levels set forth in the goals 

11 contained within the Healthy People 2000, or any 

12 successor standards thereto; 

13 “(3) in order to raise the health status of In- 

14 dian peo|»le to at least the levels set forth in the 

15 goals contained within the Healthy People 2000, or 

16 any successor standards thereto, to permit Indian 

17 Tribes and tribal organizations to set their own 

18 health care priorities ami establish goals that reflect 

19 their unmet needs; 

20 “(4) to increase the proportion of all degrees in 

21 the health professions and allied and associated 

22 health professions awarded to Indians so that the 

23 proportion of Indian health professionals in each ge- 

24 ographic service area is raised to at least the level 

25 of that of the general imputation; 

•8 uas is 
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1 “(5) to require meaningful, active consultation 

2 with Indian Tribes, Indian organizations, and urban 

3 Indian organizations to implement this Act and the 

4 national policy of Indian self-determination; and 

5 “(6) that funds for health care programs and 

6 facilities operated by Tribes ami tribal organizations 

7 be provided in amounts that are not less than the 

8 funds that are provided to programs and facilities 

9 operated directly by the Service. 

10 "SEC. 4. DEFINITIONS. 

1 1 "In this Act: 

12 "(l) Accredited and accessible.— T he term 

13 'accredited and accessible', with respect to an entity, 

14 means a community college or other appropriate en- 

15 tity that is on or near a reservation and accredited 

16 by a national or regional organization with accredit- 

17 ing authority. 

18 “(2) Area office.— T he term ‘area office’ 

19 mean an administrative entity including a program 

20 office, within the Indian Health Service through 

21 which services and funds are provided to the service 

22 units within a defined geogra|>hic area. 

23 “(3) Assistant secretary. — T he term ‘As- 

24 sistant Secretaiy* means tlie Assistant Secretary of 

25 the Indian Health as established under section 601. 

•S U38 is 
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1 “(4) Contract health service.— T he term 

2 ‘contract health service’ means a health service that 

3 is provided at the expense of the Service, Indian 

4 Tribe, or tribal organization by a public or private 

5 medical provider or hospital, other than a service 

6 funded under the Indian Self-Determination and 

7 Education Assistance Act or under this Act. 

8 “(5) Department.— T he term ‘Department’, 

9 unless specifically provided otherwise, means the De- 

10 partment of Health and Human Services. 

11 “(6) FUND. — The terms ‘fund’ or '(Vinding* 

12 mean the transfer of monies from the Department 

13 to any eligible entity or individual under this. Act by 

14 any legal means, including funding agreements, con- 

15 tracts, memoranda of understanding, Buy Indian 

16 Act contracts, or otherwise. 

17 “(7) Funding agreement.— T he term ‘fund- 

18 ing agreement’ means any agreement to transfer 

19 funds for the planning, conduct, and administration 

20 of programs, functions, services and activities to 

21 Tribes and tribal organizations from the Secretaiy 

22 under the authority of the Indian Self-Determination 

23 and Education Assistance Act. 

24 “(8) Health profession.— T he term ‘health 

25 profession’ means allo|>athic medicine, family medi- 
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1 cine, internal medicine, pediatrics, geriatric medi- 

2 cine, obstetrics and gynecology, |>odiatric medicine, 

3 nursing, public health nursing, dentistry, psychiatry, 

4 osteopathy, optometry, pharmacy, psychology, public 

5 health, social work, marriage and family therapy, 

6 chiropractic medicine, environmental health and en- 

7 gineering, and allied health professions, or any other 

8 health profession. 

9 “(9) Health promotion; disease pr even- 

10 TION.— The terms ‘health promotion’ and ‘disease 

11 prevention’ shall have the meanings given such 

12 terms in paragraphs (1) and (2) of section 203(c). 

13 “(10) Indian.— T he term ‘Indian’ and ‘Indi- 

14 ans' shall have meanings given such terms for pur- 

15 poses of the Indian Self-Determination and Edu- 

16 cation Assistance Act. 

17 “(11) Indian health program.— T he term 

18 ‘Indian health program' shall have the meaning 

19 given such term in section 110(a)(2)(A). 

20 “(12) Indian tribe. — T he term ‘Indian tribe’ 

21 shall have the meaning given such term in section 

22 4(e) of the Indian Self Determination and Education 

23 Assistance Act. 

24 “(13) Reservation. — T he term ‘reservation’ 

25 means any Federally recognized Indian tribe’s res- 

•a us 18 
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1 ervatioii, Pueblo or colony, including former reserva- 

2 tions in Oklahoma, Alaska Native Regions estab- 

3 lisbed pursuant to the Alaska Native Claims Settle- 

4 ment Act, and Indian allotments. 

5 “(14) Secretary.— The term ‘Secretary’, un- 

6 less specifically provided otherwise, means the Soc- 

7 retary of Health and Human Services. 

8 “(15) Service. — The term ‘Service’ means the 

9 Indian Health Service. 

10 “(16) Service area. — Tlie term ‘service area’ 

1 1 means the geographical area served by each area of- 

12 ficc. 

13 “(17) Service UNIT.— The term ‘service unit’ 

14 means — 

15 “(A) an administrative entity within the 

16 Indian Health Service; or 

17 “(B) a tribe or tribal organization 0 |>erat- 

18 ing health care programs or facilities with finals 

19 from the Service under the Indian Self-Deter- 

20 mination and Education Assistance Act, 

21 through which services are provided, directly or 

22 by contract, to the eligible Indian population 

23 within a defined geographic area. 

24 “(18) Traditional health care prac- 

25 TICES. — The term ‘traditional health care practices’ 
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1 means the application by Native healing practition- 

2 ers of the Native healing sciences (as opposed or in 

3 contradistinction to western healing sciences) which 

4 embodies the influences or forces of innate tribal dis- 

5 coveiy, history, description, explanation and knowl- 

6 edge of the states of wellness and illness and which 

7 calls u)K>n these influences or forces, including phys- 

8 leal, mental, and spiritual forces in the promotion, 

9 restoration, preservation ami maintenance of health, 

10 well-being, and life's harmony. 

11 “(19) Tribal organization.— T he term ‘trib- 

12 al organization' shall have the meaning given such 

13 term in section 4(1) of the Indian Self Determination 

14 and Education Assistance Act. 

15 “(20) Tribally controlled community 

16 COLLEGE. — The term ‘tribally controlled community 

17 college' shall have the meaning given such term in 

18 section 126 (g)(2). 

19 “(21) Urban center.—' T he term ‘urban cen- 

20 ter' means any community that has a sufficient 

21 urban Indian population with unmet health needs to 

22 warrant assistance under title V, as determined by 

23 the Secretary. 
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1 “(22) Urban INDIAN. — The term ‘urban In- 

2 dian’ means any individual who resides in an urban 

3 center and who — 

4 “(A) regardless of whether such individual 

5 lives on or i>ear a reservation, is a member of 

6 a tribe, band or other organized group of Indi- 

7 ans, including those tribes, bands or grou|>s ter- 

8 mi nated since 1940; 

9 “(B) is an Eskimo or Aleut or other Alas- 

10 kan Native; 

1 1 “(C) is considered by the SecreUuy of the 

12 Interior to be an Indian for any purpose; or 

13 “(D) is determined to be an Indian under 

14 regulations promulgated by the Secretary. 

15 “(23) Urban Indian organization.— T he 

16 term ‘urban Indian organization’ means a nonprofit 

17 conwrate body situated in an urban center, governed 

18 by an urban Indian controlled board of directors, 

19 and providing for the participation of all interested 

20 Indian grou|»s and individuals, and which is capable 

21 of legally coo|ierating with other jniblic and private 

22 entities for the purpose of |»erforming the activities 

23 described in section 503(a). 
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1 “TITLE I— INDIAN HEALTH, 

2 HUMAN RESOURCES AND DE- 

3 VELOPMENT 

4 -sec. 101 . purpose. 

5 “The purpose of this title Ls to increase, to the maxi- 

6 mum extent feasible, the number of Indians entering; the 

7 health professions and providing health services, and to 

8 assure an optimum supply of health professionals to the 

9 Service, Indian tribes, tribal organizations, and urban In- 

10 dian organizations invoked in the provision of health serv- 

1 1 ices to Indian people. 

1 2 -SEC. 10S. GENERAL REQUIREMENTS. 

13 “(a) Service Area Priorities.— U nless specifically 

14 provided otherwise, amounts appropriated for each fiscal 

15 year to cam’ out each program authorized under this title 

16 shall be allocated by the Secretary to the area office of 

1 7 each service area using a formula — 

18 “(1) to be developed in consultation with Indian 

19 Tribes, tribal organizations and urban Indian orga- 

20 nizations; and 

21 “(2) that takes into account the human re- 

22 source and development needs in each such service 

23 area. 

24 “(b) Consultation*. — E ach area office receiving 

25 funds under this title shall actively and continuously con- 

4IMI8 
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1 suit with representatives of Indian tribes, tribal organiza- 

2 tions, and urban Indian organizations to prioritize the uti- 

3 lization of funds provided under this title within the scrv- 

4 ice area. 

5 “(c) Reallocation. — U nless specifically prohibited, 

6 an area office may reallocate funds provided to the office 

7 under this title among the programs authorized by this 

8 title, except that scholarship and loan repayment fluids 

9 shall not be used for administrative functions or expenses. 

10 “(d) Limitation. — T his section shall not apply with 

1 1 respect to individual recipients of scholarships, loans or 

12 other funds provided under this title (as this title existed 

13 1 day prior to the date of enactment of this Act) until 

14 such time as the individual completes the course of study 

1 5 that is supported through the use of such funds. 

1 6 -sec. io3. health professions recruitment program 

17 FOR INDIANS. 

18 “(a) In General — The Secretary, acting through 

19 the Service, shall make funds available through the area 

20 office to public or nonprofit private liealth entities, or In- 

21 dian tribes or tribal organizations to assist such entities 

22 in meeting the costs of — 

23 “(1) identifying Indians with a potential for 

24 education or training in the health professions and 

25 encouraging and assisting them — 

•8 UM 18 
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1 “(A) to enroll in courses of study in such 

2 health professions; or 

3 “(B) if they arc not qualified to enroll in 

4 any such courses of study, to undertake such 

5 postseeondary education or training as may be 

6 required to qualify them for enrollment; 

7 “(2) publicizing existing sources of financial aid 

8 available to Indians enrolled in any course of study 

9 referred to in paragraph (1) or who are undertaking 

10 training necessary to qualify them to enroll in any 

1 1 such course of study; or 

12 “(3) establishing other programs which the area 

13 office determines will enhance and facilitate the en- 

14 rollment of Indians in, and the subsequent pursuit 

15 and completion by them of, courses of study referred 

16 to in paragraph (1). 

17 “(b) Administrative Provisions.— 

18 “(1) Application.— T o be eligible to receive 

19 ftinds under this section an entity described in sub- 

20 section (a) shall submit to the Secretan’, through 

21 the appropriate area office, and have approved, an 

22 application in such form, submitted in such manner, 

23 and containing such information as the Secretaiy 

24 shall by regulation prescribe. 


is 



20 


19 

1 “(2) PREFERENCE.— In awarding fends under 

2 this section, the area office shall give a preference 

3 to applications submitted by Indian tribes, tribal or- 

4 ganizations, or urban Indian organizations. 

5 “(3) AMOUNT.— The amount of fends to be 

6 provided to an eligible entity under this section shall 

7 be determined by the area office. Payments under 

8 this section may be made in advance or by way of 

9 reimbursement, and at such intervals and on such 

10 conditions as provided for in regulations promul- 

1 1 gated pursuant to this Act. 

12 “(4) TERMS. — A fending commitment under 

13 this section shall, to the extent not otherwise prohib- 

14 ited by law. be for a term of 3 years, as provided 

15 for in regulations promulgated pursuant to this Act. 

16 “(c) Definition.— F or purposes of this section and 

17 sections 104 and 105, the terms ‘Indian' and ‘Indians' 

18 shall, in addition to the definition provided for in section 

19 4, mean any individual who— 

20 “(1) irrespective of whether such individual 

21 lives on or near a reservation, is a member of a 

22 tribe, band, or other organized group of Indians, in- 

23 eluding those Tribes, bands, or grou|>s terminated 

24 since 1940; 
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1 “(2) is an Eskimo or Aleut or other Alaska Na- 

2 tive; 

3 “(3) is considered by the Secretaiy of the Inte- 

4 rior to be an Indian for any purpose; or 

5 “(4) is determined to be an Indian under regu- 

6 lations promulgated by the Secretary. 

7 -SEC. 104. HEALTH PROFESSIONS PREPARATORY SCHOL- 

8 ARSHIP PROGRAM FOR INDIANS. 

9 “(a) In Oeneral. — T he Secretary, acting through 

10 the Service, shall provide scliolarships through the area 

1 1 offices to Indians who — 

12 “(1) have successfully completed their high 

1 3 school education or high school equivalency; and 

14 “(2) have demonstrated the capability to suc- 

15 cessfully complete courses of study in the health pro- 

16 fessions. 

17 “(b) Purpose.— S cholarships provided under this 

1 8 section shall be for the following purposes: 

19 “(1) Compensatory preprofessional education of 

20 any recipient. Such scholarship shall not exceed 2 

21 years on a full-time basis (or the part-time equiva- 

22 lent thereof, as determined by the area office pursu- 

23 ant to regulations promulgated under this Act). 

24 “(2) Pregraduate education of any recipient 

25 leading to a baccalaureate degree in an approved 
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1 course of study preparatoiy to a field of study in 

2 a health profession, such scholarship not to exceed 

3 4 years (or the part-time equivalent thereof, as dc- 

4 termined by the area office pursuant to regulations 

5 promulgated under this Act) except that an exten- 

6 sion of up to 2 years may be approved by the Sec- 

7 retary. 

8 “(c) Use of Scholarship.— S cholarships made 

9 under this section may be used to cover costs of tuition, 

10 books, transportation, board, and other necessary related 

1 1 expenses of a recipient while attending school. 

12 “(d) LIMITATIONS.— Scholarship assistance to an eli- 

13 gible applicant under this section shall not lie denied solely 

14 on the basis of— 

15 “(1) the applicant’s scholastic achievement if 

16 such applicant has been admitted to, or maintained 

17 good standing at, an accredited institution; or 

18 “( 2 ) the applicant's eligibility for instance or 

19 benefits under any other Federal program. 

20 "SEC. 106. INDIAN HEALTH PROFESSIONS SCHOLARSHIPS. 

21 “(a) Scholarships.— 

22 “(1) In general. — I n order to meet the needs 

23 of Indians, Indian tribes, tribal organizations, and 

24 urban Indian organizations for health professionals, 

25 the Secretary, acting through the Service and in ac- 
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1 cordance with this section, shall provide scholarships 

2 through the area offices to Indians who are enrolled 

3 full or part time in accredited schools ami pursuing 

4 courses of study in the health professions. Such 

5 scholarships shall be designated Indian Health 

6 Scholarships and shall, except as provided in sub- 

7 section (b), be made in accordance with section 

8 338A of the Public Health Service Act (42 U.8.C. 

9 2541). 

10 “(2) No DEI.EGATIOX. — The Director of the 

11 Service shall administer this section and shall not 

12 delegate any administrative functions under a ftind- 

13 ing agreement pursuant to tlie Indian Self-I)eter- 

14 mination and Education Assistance Act. 

15 “(b) Eligibility.— 

16 “(1) Enrollment.— A n Indian shall be eligible 

17 for a scholarship under subsection (a) in any year in 

18 which such individual is enrolled full or part time in 

19 a course of study referred to in subsection (a)(1). 

20 “(2) Service obligation.— 

21 “(A) Public health service act.— T he 

22 active duty service obligation under a written 
contract with the Secretary under section 338A 
of the Public Health Service Act (42 U.S.C. 
2541) that an Indian has entered into under 
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that section shall, if that individual is a recipi- 
ent of an Indian Health Scholarship, be met in 
full-time practice on an equivalent year for year 
obligation, by service — 

“(i) in the Indian Health Service; 

"(ii) in a program conducted under a 
funding agreement entered into under the 
Indian Self-Determination and Education 
Assistance Act; 

"(hi) in a program assisted under title 
V; or 

"(iv) in the private practice of the a|>- 
plicablc profession if, as determined by the 
Sccretaiy, in accordance with guidelines 
promulgated by the Secretary, such prac- 
tice is situated in a physician or other 
liealth professional sliortage area and ad- 
dresses tlic liealth care needs of a substan- 
tial number of Indians. 

"(B) Deferring active service.— A t 

the request of any Indian who has entered into 
a contract referred to in subparagraph (A) and 
wiio receives a degree in medicine (including os- 
teopathic or allo|>athic medicine), dentistry, op- 
tometry, |Kxliatry, or pharmacy, the Secretary 
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shall defer the active duty service obligation of 
that individual under that contract, in order 
that such individual may complete any intern- 
ship, residency, or other advanced clinical train- 
ing that is required for the practice of that 
health profession, for an appropriate |>eriod (in 
years, as determined by the Secretary), subject 
to the following conditions: 

“(i) No i>eriod of internship, resi- 
dency, or other advanced clinical training 
shall be counted as satisfying any |>criod of 
obligated service that is required under 
this section. 

“(ii) The active duty service obligation 
of that individual shall commence not later 
than 90 days after the completion of that 
advanced clinical training (or by a date 
s|>ecified by the Secretary ). 

“(iii) The active duty service obliga- 
tion will be served in the health profession 
of that individual, in a manner consistent 
with clauses (i) through (iv) of sub|wra- 
graph (A). 

“(C) New scholarship recipients.— A 
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recipient of an Indian Health Scholarship that 
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1 is awarded after December 31, 2001, shall meet 

2 the active duty service obligation under such 

3 scholarship by providing service within the serv- 

4 ice area from which the scholarship was award- 

5 ed. In placing the recipient for active duty the 

6 area office shall give priority to the program 

7 that funded the recipient, except that in cases 

8 of special circumstances, a recipient may be 

9 placed in a different service area pursuant to an 

10 agreement between the areas or programs in- 

1 1 vohed. 

12 “(D) Priority in assignment.— S ubject 

13 to subparagraph (C), the area office, in making 

14 assignments of Indian Health Scholaiship re- 

15 cipicnts required to meet the active duty service 

16 obligation described in subparagraph (A), shall 

17 give priority to assigning individuals to service 

18 in those programs s|>ccified in subparagraph 

19 (A) that have a need for health professionals to 

20 provide health care services as a result of indi- 

21 viduals having breached contracts entered into 

22 under this section. 

23 “(3) Part-time enrollment. — I n the case of 

24 an Indian receiving a scholarship under this section 
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who is enrolled part time in an approved course of 
study — 

“(A) such scholarship shall be for a period 
of years not to exceed the part-time equivalent 
of 4 years, as determined by the appropriate 
area office; 

“(B) the period of obligated service de- 
scribed in paragraph (2)(A) shall be equal to 
the greater of — 

“(i) the part-time equivalent of 1 war 
for each year for which the individual was 
provided a scholarship (as determined by 
the area office); or 

“(ii) two years; and 

“(C) the amount of the monthly sti|>cnd 
specified in section 338A(g)(l)(B) of the Public 
Health Service Act (42 U.S.C. 2541(g)(1)(B)) 
shall be reduced pro rata (as determined by the 
Secretary) based on the number of hours such 
student is enrolled. 

“(4) Breach of contract.— 

“(A) In general.— A n Indian who has, 
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on or after the date of the enactment of this 
l>aragraph, entered into a written contract with 
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the area office pursuant to a scholarship under 
this section and who — 

“(i) fails to maintain an acceptable 
level of academic standing in the edu- 
cational institution in which he or she is 
enrolled (such level determined by the edu- 
cational institution under regulations of 
the Secretary); 

“(ii) is dismissed from such edu- 
cational institution for disciplinary reasons; 

“(iii) voluntarily terminates the train- 
ing in such an educational institution for 
which he or she is provided a scholarship 
under such contract before the completion 
of such training; or 

“(iv) fails to accept payment, or in- 
structs the educational institution in which 
he or she is enrolled not to accept pay- 
ment, in whole or in part, of a scholarship 
under such contract; 

in lieu of any service obligation arising under 
such contract, shall be liable to the United 
States for the amount which has been paid to 
him or her, or on his or her behalf, under the 
contract. 



“(B) Failure to perform service ob- 
ligation. — If for any reason not specified in 
subparagraph (A) an individual breaches his or 
her written contract by failing either to begin 
such individual's service obligation under this 
section or to complete such service obligation, 
the United States shall be entitled to recover 
from the individual an amount determined in 
accordance with the formula specified in sub- 
section (I) of section 110 in the manner pro- 
vided for in such subsection. 

“(C) Death. — Upon the death of an indi- 
vidual who receives an Indian Health Scholar- 
ship, any obligation of that individual for serv- 
ice or payment that relates to that scholarship 
shall be canceled. 

“(D) Waiver.—' T he Secretary shall pro- 
vide for the partial or total waiver or suspen- 
sion of any obligation of service or payment of 
a recipient of an Indian Health Scholarship if 
the Secretary, in consultation with the appro- 
priate area office, Indian tribe, tribal organiza- 
tion, and urban Indian organization, determines 
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“(i) it is not |>ossible for the recipient 
to meet that obligation or make that pay- 
ment; 

“(ii) requiring that recipient to meet 
that obligation or make that payment 
would result in extreme hardship to the re- 
cipient; or 

“(iii) the enforcement of the require- 
ment to meet the obligation or make the 
payment would be unconscionable. 

“(E) Hardship or good cause.— N ot- 
withstanding any other provision of law, in any 
case of extreme hardship or for other good 
cause shown, the Secretary may waive, in whole 
or in part, the right of the United States to re- 
cover ftmds made available under tins section. 

“(F) BANKRUPTCY. — Notwithstanding any 
other provision of law, with resjiect to a recipi- 
ent of an Indian Health Scholarship, no obliga- 
tion for payment may be released by a dis- 
charge in bankruptcy under title 11, United 
States Code, unless that discharge is granted 
after the expiration of the 5-year period begin- 
ning on the initial date on which that payment 
is due, and only if the bankruptcy court finds 
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1 that the nondischarge of the obligation would 

2 be unconscionable. 

3 “(c) Funding for Tribes for Scholarship Pro- 

4 grams. — 

5 “(1) Provision of funds.— 

6 "(A) IN OENERAL.— The Secretary shall 

7 make funds available, through area offices, to 

8 Indian Tribes and tribal organizations for the 

9 purpose of assisting such Tribes and tribal or- 

10 ganizations in educating Indians to serve as 

1 1 health professionals in Indian communities. 

12 "(B) Limitation. — T he Secretary shall 

13 ensure that amounts available for grants under 

14 sub|>aragraph (A) for any fiscal year shall not 

15 exceed an amount equal to 5 percent of the 

16 amount available for each fiscal war for Indian 

17 Health Scholarshi|H under this section. 

18 “(C) Application.— A n application for 

19 ftinds under sub|>aragraph (A) shall be in such 

20 form and contain such agreements, assurances 

21 and information as consistent with this section. 

22 "(2) Requirements.— 

23 “(A) In general.— A n Indian Tribe or 

24 tribal organization receiving funds under para- 

25 graph (1) shall agree to provide scholarships to 
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1 Indians in accordance with the requirements of 

2 this subsection. 

3 “(B) Matching requirement. — -W ith re- 

4 speet to the costs of providing any scholarship 

5 pursuant to subparagraph (A) — 

6 “(i) 80 percent of the costs of the 

7 scholarship shall be paid from the funds 

8 provided under paragraph (1) to the In- 

9 dian Tribe or tribal organization; and 

10 “(ii) 20 percent of such costs shall be 

1 1 paid from any other source of fluids. 

12 “(3) Eligibility. — A n Indian Tribe or tribal 

13 organization shall provide scholarships under this 

14 subsection only to Indians who are enrolled or ac- 

1 5 cepted for enrollment in a course of study (approved 

16 by the Secretary) in one of the health professions 

17 described in this Act. 

18 “(4) Contracts. — I n proriding scholarship 

19 under paragraph (1), the Secretary and the Indian 

20 Tribe or tribal organization shall enter into a writ- 

21 ten contract with each recipient of such scholarship. 

22 Such contract shall — 

23 "(A) obligate such recipient to provide 

24 service in an Indian health program (as defined 

25 in section 110(a)(2)(A)) in the same service 

•a mm is 
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area where the Indian Tribe or tribal organiza- 
tion providing the scholarship is located, for — 
“(i) a number of years equal to the 
number of years for which the scholarship 
is provided (or the part-time equivalent 
thereof, as determined by the Secretary), 
or for a period of 2 wars, whichever |>eriod 
is greater, or 

“(ii) such greater period of time as 
the recipient and the Indian Tribe or tribal 
organization may agree; 

“(B) proride that the scholarship 
“(i) may only be exj>ended for — 

“(I) tuition expenses, other rea- 
sonable educational expenses, and rea- 
sonable living exp e nses incurred in at- 
tendance at the educational institu- 
tion; and 

“(II) payment to the recipient of 
a monthly stipend of not more than 
the amount authorized by section 
338(g)(1)(B) of the Public Health 
Service Act (42 U.8.C. 

254m(g)(l)(B), such amount to be re- 
duced pro rata (as determined by the 
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Secretary) based on tire number of 
hours such student is enrolled, and 
may not exceed, for any year of at- 
tendance which the scholarship is pro- 
vided, the total amount required for 
the year for the purjK>ses authorized 
in this clause; and 

“(ii) may not exceed, for any year of 
attendance which the scholarship is pro- 
vided, the total amount required for the 
year for the purposes authorized in clause 

(i); 

“(C) require the recipient of such scholar- 
ship to maintain an acceptable level of academic 
standing as determined by the educational insti- 
tution in accordance with regulations issued 
pursuant to this Act; ami 

"(D) require the recipient of such scholar- 
ship to meet the educational and licensure re- 
quirements a|>propriato to the health profession 
involved. 

“(5) Breach of contract.— 

“(A) In general. — An individual wlio lias 
entered into a written contract with the Sec- 
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retary and an Indian Tribe or tribal organiza- 
tion under this subsection and who — 

“(i) fails to maintain an acceptable 
level of academic standing in the education 
institution in which he or she is enrolled 
(such level determined by the educational 
institution under regulations of the Sec- 

retary); 

"(ii) is dismissed from such education 
for disciplinary reasons; 

“(iii) voluntarily terminates the train- 
ing in such an educational institution for 
which he or sire has been provided a schol- 
arship under such contract before the com- 
pletion of such training; or 

“(iv) fails to accept payment, or in- 
structs the educational institution in which 
he or she is enrolled not to accept pay- 
ment, in whole or in part, of a scholarship 
under such contract, in lieu of any service 
obligation arising under such contract; 
shall be liable to tire United States for the Fed- 
eral share of the amount which has been paid 
to him or her, or on his or her behalf, under 
the contract. 
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“(B) Failure to perform service ob- 
ligation. — I f for any reason not specified in 
subparagraph (A), an individual breaches his or 
her written contract by failing to either begin 
such individuals service obligation required 
under such contract or to complete such service 
obligation, the United States shall be entitled to 
recover from the individual an amount deter- 
mined in accordance with the formula specified 
in subsection (I) of section 110 in the manner 
provided for in such subsection. 

“(C) Information.— T he Secretary may 
carry out this subsection on the basis of infor- 
mation received from Indian Tribes or tribal or- 
ganizations involved, or on the basis of informa- 
tion collected through such other means as the 
Secretary deems appropriate. 

“( 6 ) Required agreements.— T he recipient 
of a scholarship under paragraph ( 1 ) shall agree, in 
providing health care pursuant to the requirements 
of this subsection — 

“(A) not to discriminate against an indi- 
vidual seeking care on the basis of the ability 
of the individual to pay for such care or on the 
basis that payment for such care will be made 
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1 pursuant to the propram established in title 

2 XVIII of the Social Security Act or pursuant to 

3 the programs established in title XIX of such 

4 Act; and 

5 “(B) to accept assignment under section 

6 1842(b)(3)(B)(ii) of the Social Security Act for 

7 all services for which payment may be made 

8 under part B of title XVIII of such Act, and to 

9 enter into an appropriate agreement with the 

10 State agency that administers the State plan 

11 for medical assistance under title XIX of such 

12 Act to proride service to individuals entitled to 

13 medical assistance under the plan. 

14 “(7) PAYMENTS. — The Secretaiy. through the 

15 area office, shall make |>aymeuts under this sub- 

16 section to an Indian Tribe or tribal organization for 

17 any fiscal year subsequent to the first fiscal year of 

18 such )>ayments unless the Secretaiy or area office 

19 determines that, for the immediately preceding fiscal 

20 year, the Indian Tribe or tribal organization has not 

21 complied with the requirements of this subsection. 

22 "SEC. 106. AMERICAN INDIANS INTO PSYCHOLOGY PRO- 

23 GRAM. 

24 “(a) In General. — Notwithstanding section 102, 


25 the Secretaiy’ shall proride funds to at least 3 colleges and 
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1 universities for the purpose of developing and maintaining 

2 American Indian psychology career recruitment programs 

3 as a means of encouraging Indians to enter the mental 

4 health field. These programs shall be located at various 

5 colleges and universities throughout the country to maxi- 

6 mize their availability to Indian students and new pro- 

7 grams shall be established in different locations from time 

8 to time. 

9 “(b) Quentin N. Burdick American Indians 

10 Into Psychology Program.— T he Secretary shall pro- 

11 vide fluids under subsection (a) to develop and maintain 

12 a program at the University of North Dakota to be known 

13 as the ‘Quentin N. Burdick American Indians Into Psy- 

14 chology Program’. Such program shall, to the maximum 

15 extent feasible, coordinate with the Quentin N. Burdick 

16 American Indians Into Nursing Program authorized under 

17 section 115, the Quentin N. Burdick Indians into Health 

18 Program authorized under section 117, and existing uni- 

19 versity research and communications networks. 

20 “(c) Requirements.— 

21 “(1) Regulations.— T he Secretary shall pro- 

22 mulgate regulations pursuant to this Act for the 

23 competitive awarding of funds under this section. 
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1 “(2) Program. — A pplicants for funds under 

2 this section shall agree to provide a program which, 

3 at a minimum — 

4 “(A) provides outreach and recruitment for 

5 health professions to Indian communities in- 

6 eluding elementary, secondary and accredited 

7 ami accessible community colleges that will be 

8 served by the program; 

9 “(B) incorporates a program advisory 

10 board comprised of representatives from the 

1 1 Tribes and communities that will be nerved by 

12 tire program; 

13 “(C) provides summer enrichment pro- 

14 grams to exjrose Indian students to the various 

15 fields of psychology through research, clinical, 

16 and experimental activities; 

17 “(D) provides stipends to undergraduate 

18 and graduate students to pursue a career in 

19 psycholojo'; 

20 “(E) develops affiliation agreements with 

21 tribal community colleges, the Service, univer- 

22 sity affiliated programs, and other appropriate 

23 accredited and accessible entities to enhance the 

education of Indian students; 
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1 “(F) utilizes, to the maximum extent fea- 

2 sible, existing university tutoring, counseling 

3 and student support services; and 

4 “(G) employs, to the maximum extent fea- 

5 sible, qualified Indians in the program. 

6 “(d) Active Duty Obligation.— T he active duty 

7 service obligation prescribed under section 338C of the 

8 Public Health Service Act (42 U.S.C. 254m) shall be met 

9 by each graduate who receives a stipend described in sub- 

10 section (c)(2)(C) that is funded under this section. Such 

1 1 obligation shall be met by service — 

12 “(1) in the Indian Health Service; 

13 “(2) in a program conducted under a funding 

14 agreement contract entered into under the Indian 

15 Self-Determination and Education Assistance Act; 

16 “(3) in a program assisted under title V; or 

17 “(4) in the private practice of psychology if, as 

18 determined by the Secretary, in accordance with 

19 guidelines promulgated by the Secretary, such prac- 

20 tice is situated in a physician or other health profes- 

21 sional shortage area and addresses the health care 

22 needs of a substantial number of Indians. 

23 "SEC. 107. INDIAN HEALTH SERVICE EXTERN PROGRAMS. 

24 “(a) In General. — -A ny individual who receives a 

25 scholarship |Hirsuant to section 105 shall be entitled to 
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1 employment in the Sen-ice, or may be employed by a pro- 

2 gram of an Indian tribe, tribal organization, or urban In- 

3 dian organization, or other agency of the Department as 

4 may be appropriate and available, during any nonacademic 

5 i>eriod of the year. Periods of employment pursuant to this 

6 subsection shall not be counted in determining the fulfill- 

7 ment of the service obligation incurred as a condition of 

8 the scholarship. 

9 “(b) ENROLLBB8 IN COURSE OF STUDY.— Any indi- 

10 vidual who is enrolled in a course of study in the health 

1 1 professions may be employed by the Service or by an In- 

12 dian tribe, tribal organization, or urban Indian organiza- 

13 tion, during any nonacademic period of the year. Any such 

14 employment shall not exceed 120 days during any calendar 

15 year. 

16 "(c) High School Programs.— A ny individual who 

17 is in a high school program authorized under section 

18 103(a) may be employed by the Service, or by a Indian 

19 Tribe, tribal organization, or urban Indian organization, 

20 during any nonacademic period of the war. Any such em- 

21 plovment shall not exceed 120 daw during any calendar 

22 .vear. 

23 “(d) Administrative Provisions. — Any employ- 

24 ment pursuant to this section shall be made without re- 

25 gard to any eompetitiw personnel system or agency per- 

«• MM 18 



42 


41 

1 soimel limitation and to a position which will enable the 

2 individual so employed to receive practical experience in 

3 the health profession in which he or she is engaged in 

4 study. Any individual so employed shall receive payment 

5 for his or her services coni|>arable to tlie salary he or she 

6 would receive if he or she were employed in the competitive 

7 system. Any individual so employed shall not be counted 

8 against any employment ceiling affecting the Service or 

9 the Department. 

10 "8EC. 10ft. CONTINUING EDUCATION ALLOWANCES. 

1 1 “III order to encourage health professionals, including 

12 for purposes of this section, community health representa- 

1 3 tives and emergency medical technicians, to join or con- 

14 tinue in the Service or in any program of an Indian tribe, 

15 tribal organization, or urban Indian organization and to 

16 provide their sen-ices in the rural and remote areas where 

17 a significant portion of the Indian people reside, the Sec- 

18 retary, acting through the area offices, may provide allow- 

19 anccs to health professionals employed in the Service or 

20 such a program to enable such professionals to take leave 

21 of their duty stations for a |»eriod of time each year (as 

22 prescribed by regulations of the Secretary) for professional 

23 consultation and refiesher training courses. 
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1 "SEC. 109. COMMUNITY HEALTH REPRESENTATIVE PRO- 

2 GRAM. 

3 “(a) In General. — Under the authority of the Act 

4 of November 2, 1921 (25 U.S.C. 13) (commonly known 

5 as the Snyder Act), the Secretary shall maintain a Com* 

6 munity Health Representative Program under which the 

7 Service, Indian tribes and tribal organizations — 

8 “(1) provide for the training of Indians as com* 

9 munity health representatives; and 

10 “(2) use such community health representatives 

11 in the provision of health care, health promotion, 

12 and disease prevention services to Indian eommu- 

1 3 nities. 

14 "(b) Activities.— T he Secretary, acting through the 

15 Community Health Representative Program, shall — 

16 “(1) provide a high standard of training for 

17 community health representatives to ensure that the 

18 community health representatives provide quality 

19 health care, health promotion, and disease preven- 

20 tion services to the Indian communities served by 

21 such Program; 

22 "(2) in order to provide such training, develop 

23 and maintain a curriculum that — 

24 “(A) combines education in the theory of 

25 health care with supervised practical experience 

26 in the provision of health care; and 
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1 “(B) provides instruction and practical ex- 

2 perience in health promotion and disease pre- 

3 vent ion activities, with a|>propriate consider- 

4 ation given to lifestyle factors that have an im- 

5 pact on Indian health status, such as alcohol- 

6 ism, family dysfunction, and poverty; 

7 “(3) maintain a system which identifies the 

8 needs of community health representatives for con- 

9 tinuing education in liealth care, health promotion, 

10 and disease prevention and maintain programs that 

1 1 meet the needs for such continuing education; 

12 “(4) maintain a system that provide* close su- 

13 pervisioii of community liealth representatives; 

14 “(5) maintain a system under which the work 

15 of community liealth representatives is reviewed and 

16 evaluated; and 

17 “(6) promote traditional liealth care practices 

18 of the Indian tribes served consistent with the Serv- 

19 ice standards for tlie provision of liealth care, health 

20 promotion, and disease prevention. 

21 "8 EC. 110. INDIAN HEALTH SERVICE LOAN REPAYMENT 

22 PROGRAM. 

23 “(a) Establishment.— 

24 “(1) In GENERAL.— Tlie Secretary, acting 

25 through the Service, sliall establish a program to be 
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known as the Indian Health Service Loan Repay- 
ment Program (referred to in this Act as the ‘Loan 
Repayment Program’) in order to assure an ade- 
quate sup|>ly of trained health professionals nec- 
essary to maintain accreditation of, and provide 
health care services to Indians through. Indian 
health programs. 

“(2) Definitions.— In this section: 

“(A) Indian health program.— T he 

term ‘Indian health program' means any health 
program or facility funded, in whole or part, by 
the Service for the benefit of Indians and 
administered — 

“(i) directly by the Service; 

“(ii) by any Indian tribe or tribal or 
Indian organization pursuant to a funding 
agreement under — 

“(I) the Indian Self-Determina- 
tion and Educational Assistance Act; 
or 

“(II) section 23 of the Act of 
April 30, 1908 (25 U.S.C. 47) (com- 
monly known as the ‘Buv-Indian 
Act’); or 
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“(iii) by an urban Indian organization 
pursuant to title V. 

“(B) State. — T he term ‘State’ has the 
same meaning given such term in section 
33 1 (i)(4) of the Public Health Service Act. 

“(b) Eligibility. — To be eligible to |>articipate in 
the Loan Repayment I*rogram, an individual must — 
“(1)(A) be enrolled— 

“(i) in a course of study or program in an 
accredited institution, as determined by the 
Secretary, within any State and be scheduled to 
complete such course of study in tlie same war 
such individual applies to participate in such 
program; or 

“(ii) in an approved graduate training pro- 
gram in a health profession; or 
“(B) have— 

“(i) a degree in a health profession; and 
“(ii) a license to practice a health profes- 
sion in a State; 

“(2)(A) be eligible for, or hold, an appointment 
as a commissioned officer in the Regular or Reserve 
Corps of the Public Health Sen-ice; 
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1 “(B) be eligible for selection for civilian service 

2 in the Regular or Reserve Corps of the Public 

3 Health Service; 

4 “(C) meet the professional standards for civil 

5 service employment in the Indian Health Service; or 

6 “(D) be employed in an Indian health program 

7 without a service obligation; and 

8 “(3) submit to the Secretary an application for 

9 a contract described in subsection (f). 

10 “(c) Forms. — 

11 "(1) IN general.— I n disseminating applies* 

12 tion forms and contract forms to individuals desiring 

13 to participate in the Loan Repayment I*rogram, the 

14 Secretary shall include with such forms a fair sum- 

15 marv of the rights and liabilities of an individual 

16 whose application is approved (and whose contract is 

17 accepted) by the Secretary, including in the sum- 

18 mary a clear explanation of the damages to which 

19 the United States is entitled under subsection (I) in 

20 the case of the individual’s breach of the contract. 

21 The Secretary shall provide such individuals with 

22 sufficient information regarding the advantages and 

23 disadvantages of service as a commissioned officer in 

24 the Regular or Reserve Corps of the Public Health 

25 Service or a civilian employee of the Indian Health 
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1 Service to enable the individual to make a decision 

2 on an informed basis. 

3 “(2) Forms to be understandable.— T he 

4 application form, contract form, and all other infor- 

5 (nation furnished by the Secretary under this section 

6 shall be written in a manner calculated to be under- 

7 stood by the average individual applying to partici- 

8 pate in the Loan Repayment Program. 

9 “(3) Availability.— T he Secretary shall make 

10 such application forms, contract forms, and other in- 

1 1 formation available to individuals desiring to partici- 

12 pate in the Ix>an Repayment Program on a date suf- 

13 ficiently early to ensure that such individuals have 

14 adequate time to careftilly review and evaluate such 

15 forms and information. 

16 “(d) Priority.— 

17 “(1) Annual determinations.— The Sec- 

18 retary. acting through the Service and in accordance 

19 with subsection (k), shall annually — 

20 “(A) identify the positions in each Indian 

21 health program for which there is a need or a 

22 vacancy; and 

23 “(B) rank those positions in order of prior- 

24 ity. 
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1 “(2) Priority in approval.— C onsistent with 

2 the priority determined under paragraph (1), the 

3 Secretary, in determining which applications under 

4 the Loan Repayment Program to approve (and 

5 which contracts to accept), shall give priority to ap- 

6 plications made by — 

7 “(A) Indians; and 

8 “(B) individuals recruited through the ef- 

9 forts an Indian tribe, tribal organization, or 

10 urban Indian organization. 

1 1 “(e) Contracts — 

12 “(1) IN GENERAL.— An individual becomes a 

13 participant in the Iammi Repayment Program only 

14 upon the Secretary and the individual entering into 

15 a written contract described in subsection (0- 

16 “(2) NOTICE.— Not later than 21 days after 

17 considering an individual for participation in the 

18 Loan Repayment Program under paragraph (1), the 

19 Secretary shall provide written notice to the individ- 

20 ual of— 

21 “(A) the Secretary's approving of the indi- 

22 vidual's participation in the Loan Repayment 

23 Program, including extensions resulting in an 

24 aggregate period of obligated service in excess 

25 of 4 years; or 
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“(B) the Secretary's disapproving an indi- 
vidual's participation in such Program. 

“(f) Written Contract.— T he written contract re- 
ferred to in this section between the Secretaty and an indi- 
vidual shall contain — 

"(1) an agreement under which — 

“(A) subject to paragraph (3), the Sec- 
retary agrees — 

“(i) to pay loans on behalf of the indi- 
vidual in accordance with the provisions of 
this section; and 

“(ii) to accept (subject to the avail- 
ability of appropriated fluids for carrying 
out this section) the individual into the 
Service or place the individual with a tribe, 
tribal organization, or urban Indian orga- 
nization as provided in subparagraph 
(B)(iii); and 

“(B) subject to (Niragraph (3), the individ- 
ual agrees — 

“(i) to accept loan payments on behalf 
of the individual; 

“(ii) in tire case of an individual de- 
scribed in subsection (b)(1) — 

•8 US 18 
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“(I) to maintain enrollment in a 
course of study or training described 
in subsection (b)(1)(A) until the indi- 
vidual completes the course of study 
or training; and 

"(II) while enrolled in such 
course of study or training, to main- 
tain an acceptable level of academic 
standing (as determined under regula- 
tions of the Secretary by the edu- 
cational institution offering such 
course of study or training); 

“(iii) to serve for a time |>eriod (re- 
ferred to in this section as the 'period of 
obligated service’) equal to 2 years or such 
longer period as the individual may agree 
to serve in the ftill-time clinical practice of 
such individual's profession in an Indian 
health program to which the individual 
may be assigned by the Secretary; 

“(2) a provision permitting the Secretary to ex- 
tend for such longer additional |»eriods, as the indi- 
vidual may agree to, the |»eriod of obligated service 
agreed to by the individual under jmragraph 
• (l)(B)(i»i); 
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1 “(3) a provision that any financial obligation of 

2 the United States arising out of a contract entered 

3 into uinler this section and any obligation of the in- 

4 dividual which is conditioned thereon is contingent 

5 upon funds being appropriated for loan repayments 

6 under this section; 

7 “(4) a statement of the damages to which the 

8 United States is entitled under subsection (I) for the 

9 individual's breach of the contract; and 

10 “(5) such other statements of the rights and li- 

11 abilities of the Secretary and of the individual, not 

12 inconsistent with this section. 

13 “(g) Loan Repayments.— 

14 “(1) In GENERAL. — A loan repayment provided 

15 for an individual under a written contract under the 

16 Loan Repayment Ingram shall consist of payment, 

17 in accordance with |mragraph (2), on behalf of the 

18 individual of the principal, interest, and related ex- 

19 l>enses on government and commercial loans received 

20 by the individual regarding the undergraduate or 

21 graduate education of the individual (or both), which 

22 loans were made for — 

23 “(A) tuition expenses; 
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“(B) all other reasonable educational ex- 
penses, including fees, books, and laboratory ex- 
penses, incurred by the individual; and 

“(C) reasonable living expenses as deter- 
mined by the Secretary. 

“(2) Amount op payment.— 

“(A) In GENERAL. — For each year of obli- 
gated service that an individual contracts to 
serve under subsection (f) the Secretary may 
pay up to $35,000 (or an amount equal to the 
amount specified in section 338B(g)(2)(A) of 
the Public Health Service Act) on behalf of the 
individual for loans described in paragraph (1). 
In making a determination of the amount to 
pay for a year of such service by an individual, 
the Secretary shall consider the extent to which 
each such determination — 

"(i) afTects the ability of the Secretary 
to maximize the number of contracts that 
can be provided under the Loan He pay- 
ment Program from tlie amounts appro- 
priated for such contracts; 

“(ii) provides an incentive to serve in 
Indian health programs with the greatest 
shortages of health professionals; and 
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1 “(iii) provides an incentive with re- 

2 spect to the health professional involved re- 

3 maining in an Indian health program with 

4 such a health professional shortage, and 

5 continuing to provide primary health serv- 

6 ices, after tlie completion of the period of 

7 obligated service under tin* Loan Rc|wy- 

8 ment Program. 

9 “(B) Time for payment.— A ny arrange- 

10 ment made by the Secretary for the making of 

11 loan re|tayments in accordance with this sub- 

12 section shall provide that any repayments for a 

13 year of obligated service shall be made not later 

14 than the end of tire fiscal year in which the in- 

15 dividual completes such year of service. 

16 "(3) Schedule for payments.— T he Sec- 

17 rotary may enter into an agreement with the holder 

18 of any loan for which |>aymcnts are made under the 

19 Loan Repayment Program to establish a schedule 

20 for the making of such |>ayments. 

21 “(h) Counting of Individuals. — N otwithstanding 

22 any other provision of law, individuals who have entered 

23 into written contracts with the Secretary under this sec- 

24 tion, while undergoing academic training, shall not be 

•8 in ra 
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1 counted against any employment ceiling affecting the De- 

2 partment. 

3 “(i) RECRUITINO Programs— T he Secretary shall 

4 conduct recruiting programs for the Loan Repayment Pro- 

5 gram and other health professional programs of the Serv- 

6 ice at educational institutions training health professionals 

7 or s|»ecialists identified in subsection (a). 

8 “(j) Non-application of Certain Provision. — 

9 Section 214 of the Public Health Sen-ice Act (42 U.S.C. 

10 215) shall not apply to individuals during their period of 

1 1 obligated service under the Loan Repayment Program. 

12 “(k) Assignment of Individuals.— T he Secretary, 

13 in assigning individuals to sene in Indian health programs 

14 pursuant to contracts entered into under this section, 

15 shall — 

16 “(1) ensure that the staffing needs of Indian 

17 health programs administered by an Indian tribe or 

18 tribal or health organization receive consideration on 

19 an equal basis with programs that are administered 

20 directly by the Seniee; and 

21 “(2) give priority to assigning individuals to In- 

22 dian health programs that have a need for health 

23 professionals to provide health care services as a re- 

24 suit of individuals having breached contracts entered 

25 into under this section. 
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“(1) Breach of Contract.— 

“(1) In GENERAL.— All individual who has en- 
tered into a written contract with the Secretary 
under this section and who— 

“(A) is enrolled in the final war of a 
course of study and who — 

"(i) fails to maintain an acceptable 
level of academic standing in the edu- 
cational institution in which he is enrolled 
(such level determined by the educational 
institution under regulations of the Sec- 
retly); 

“(ii) voluntarily terminates such en- 
rollment; or 

"(iii) is dismissed from such edu- 
cational institution before completion of 
such course of study; or 
“(B) is enrolled in a graduate training pro- 
gram, and who fails to complete such training 
program, and does not receive a waiver from 
the Secretary under subsection (b)(l)(B)(ii), 
shall be liable, in lieu of any sen-ice obligation aris- 
ing under such contract, to the United States for the 
amount which has been paid on such individual's be- 
half under the contract. 
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1 “(2) Amount of RECOVERY. — If, for any rea- 

2 son not specified in paragraph (1), an individual 

3 breaches his written contract under this section by 

4 failing either to begin, or complete, such individual's 

5 period of obligated service in accordance with sub- 

6 section (f), the United States shall be entitled to re- 

7 cover from such individual an amount to be deter- 

8 mined in accordance with the following formula: 

9 A=3Z(t-s/t) 

10 in which — 

1 1 "(A) *A’ is the amount the United States 

12 is entitled to recover, 

13 “(B) ‘ Z ’ is the sum of the amounts paid 

14 under this section to, or on behalf of, the indi- 

15 vidual ami the interest on such amounts which 

16 would be payable if, at the time the amounts 

17 were |>aid, they were loans bearing interest at 

18 the maximum legal prevailing rate, as deter* 

19 mined by the Treasurer of the United States; 

20 “(C) ‘t’ is the total number of months in 

21 the individual's |>eriod of obligated service in 

22 accordance with subsection (0; and 

23 “(D) ‘s' is the number of months of such 

24 


25 


}>eriod served by such individual in accordance 
with this section. 
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Amounts not paid within such period shall be sub- 
ject to collection through deductions in Medicare 
payments pursuant to section 1892 of the Social Se- 
curity Act. 

“(3) Damages.— 

“(A) Time tor payment.— A ny amount 
of damages which the United States is entitled 
to recover under this subsection shall be |>aid to 
the United States within the 1-year |>eriod be- 
ginning on the date of the breach of contract or 
such longer period beginning on such date as 
shall be specified by the Secretary. 

“(B) Delinquencies.— I f damages de- 
scribed in sub|>aragraph (A) are delinquent for 
3 months, the Secretary shall, for the pur] rose 
of recovering such damages — 

“(i) utilize collection agencies con- 
tracted with by the Administrator of the 
General Services Administration; or 

“(ii) enter into contracts for the re- 
covery of such damages with collection 
agencies selected by the Secretary. 

"(C) Contracts for recovery of dam- 
ages. — E ach contract for recovering damages 
pursuant to this subsection shall provide that 
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1 the contractor will, not less than once each 6 

2 months, submit to the Secretary a status re|»ort 

3 on the success of the contractor in collecting 

4 such damages. Section 3718 of title 31, United 

5 States Code, shall apply to any such contract to 

6 « the extent i»ot inconsistent with this subsection. 

7 “(m) Cancellation, Waiver or Release.— 

8 “(1) Cancellation.— A ny obligation of an in- 

9 dividual under the Loan Repayment I > rogram for 

10 service or payment of damages shall be canceled 

1 1 upon the death of the individual. 

12 “(2) Waiver of service obligation.— T he 

13 Secretary shall by regulation provide for the |«rtial 

14 or total waiver or suspension of any obligation of 

15 service or payment by an individual under the I>oan 

16 Repayment Program whenever compliance by the in- 

17 dividual is impossible or would involve extreme hard- 

18 ship to the individual and if enforcement of such ob- 

19 ligation with respect to any individual would be un- 

20 conscionable. 

21 “(3) Waiver of rights of united states.— 

22 The Secretary may waive, in whole or in part, the 

23 rights of the United States to recover amounts 

24 under this section in any case of extreme hardship 
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1 or other good cause shown, as determined by the 

2 Secretary. 

3 “(4) Release. — A ny obligation of an individual 

4 under the Loon Repayment Program for payment of 

5 damages may be released by a discharge in bank- 

6 ruptcy under title 11 of the United States Code only 

7 if such discharge is granted after the expiration of 

8 the 5-year period beginning on the first date that 

9 payment of such damages is required, and only if 

10 the bankruptcy court finds that nondischarge of the 

1 1 obligation would be unconscionable. 

12 “(n) REPORT. — The Secretary shall submit to the 

13 President, for inclusion in each report required to be sub- 

14 mitted to the Congress under section 801, a re|x»rt con- 

1 5 ceming the previous fiscal year which sets forth — 

16 “(1) the health professional positions main- 

17 tained by the Service or by tribal or Indian organi- 

18 zatious for which recruitment or retention is dif- 

19 ficult; 

20 ‘‘(2) the number of Loan Repayment Program 

21 applications filed with respect to each type of health 

22 profession; 

23 “(3) the number of contracts described in sub- 

24 section (f) that are entered into with respect to each 

25 health profession; 

us u 
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1 “(4) the amount of loan payments made under 

2 this section, in total and by health profession; 

3 “(5) the number of scholarship grants that are 

4 provided under section 105 with respect to each 

5 health profession; 

6 “(6) the amount of scholarship grants provided 

7 under section 105, in total and by health profession; 

8 “(7) the number of providers of health care 

9 that will he needed by Indian health programs, by 

10 location and profession, during the 3 fiscal years be- 

1 1 ginning after the date the report is filed; and 

12 “(8) the measures the Secretary plans to take 

13 to fill the health professional positions maintained 

14 by the Service or by tribes, tribal organizations, or 

15 urban Indian organizations for which recruitment or 

16 retention is difficult. 

17 -8EC. 111. 8CHOI.ARSHIP AND LOAN REPAYMENT RECOV- 

18 ERY FUND. 

19 “(a) Estabusiim ENT.— Notwithstanding section 

20 102, there is established in the Treasury of the United 

21 States a fund to be known as the Indian Health Scholar- 

22 ship and Loan Repayment Recovery Fund (referred to in 

23 this section as the ‘LRRF’). The LRRF Fund shall con- 

24 sistof— 
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1 “(1) such amounts as may be collected from in- 

2 dividuals under subparagraphs (A) and (B) of sec- 

3 tion 105(b)(4) and section 110(1) for breach of con- 

4 tract; 

5 “(2) such funds as may be appropriated to the 

6 LRRF; 

7 “(3) such interest earned on amounts in the 

8 LRRF; and 

9 “(4) such additional amounts as may be col- 

10 lected, appropriated, or earned relative to the 

1 1 LRRF. 

12 Amounts appropriated to the LRRF shall remain available 

13 until expended. 

14 “(b) Use of LRRF.— 

15 “(1) In general.— A mounts in the LRRF 

16 may be expended by the Secretary, subject to section 

17 102, acting through the Service, to make |>ayments 

18 to the Service or to an Indian tribe or tribal organi- 

19 zation administering a health care program pursuant 

20 to a funding agreement entered into under the In- 

21 dian Self-Determination and Education Assistance 

22 Act- 

23 “(A) to which a scholarship recipient under 

24 section 105 or a loan repayment program par- 
ticipant under section 110 has been assigned to 

•a mm is 
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1 meet the obligated service requirements pursu- 

2 ant to sections; and 

3 "(B) that has a need for a health profes- 

4 sional to provide health care services as a result 

5 of such recipient or participant having breached 

6 the contract entered into under section 105 or 

7 section 110. 

8 “(2) Scholarships and recruiting.— A n In- 

9 dian tribe or tribal organization receiving payments 

10 pursuant to paragra|>h (1) may expend the payments 

1 1 to provide scholarships or to recruit ami employ, di- 

12 rectly or by contract, health professionals to provide 

13 health care services. 

14 “(c) Investing of Fund.— 

15 “(1) In OENERAL.— The Secretary of the 

16 Treasury shall invest such amounts of the LRRF as 

17 the Secretary determines are not required to meet 

18 current withdrawals from the LRRF. Such invest- 

19 ments may be made only in interest-bearing obliga- 

20 tions of the United States. For such pun>ose, such 

21 obligations may be acquired on original issue at the 

22 issue price, or by purchase of outstanding obliga- 

23 tions at the market price. 
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1 “(2) Sale price— Aiiv obligation acquired by 

2 the LRRF may be sold by the Secretary of the 

3 Treasury at tlie market price. 

4 “SEC. 112. RECRUITMENT ACTIVITIES. 

5 “(a) Reimbursement of Expenses.— T he Sec- 

6 retary may reimburse health professionals seeking |>osi- 

7 tions in the Service, Indian tribes, tribal organizations, or 

8 urban Indian organizations, including unpaid student vol- 

9 unteers and individuals considering entering into a con- 

10 tract under section 110, and their spouses, for actual and 

11 reasonable expenses incurred in traveling to and from 

12 their places of residence to an area in which they may 

13 be assigned for tire purjjose of evaluating such area with 

14 respect to such assignment. 

15 “(b) Assignment of Personnel.— T he Secretary, 

16 acting through the Service, shall assign one individual in 

17 each area office to be resironsible on a full-time basis for 

18 recruitment activities. 

19 “SEC 113. TRIBAL RECRUITMENT AND RETENTION PRO- 

20 GRAM. 

21 “(a) Funding of Projects.— T he Secretary, acting 

22 through the Service, shall fund innovative projects for a 

23 |>eriod not to exceed 3 years to enable Indian tribes, tribal 

24 organizations, and urban Indian organizations to recruit, 

25 place, and retain health professionals to meet the staffing 
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1 needs of Indian health programs (as defined in section 

2 110(a)(2)(A)). 

3 “(b) ELIGIBILITY. — Any Indian tribe, tribal organi- 

4 zation, or urban Indian organization may submit an appli- 

5 cation for funding of a project pursuant to this section. 

6 -SEC. 114. ADVANCED TRAINING AND RESEARCH. 

7 “(a) Demonstration Project.— T he Secretary, 

8 acting through the Service, shall establish a demonstration 

9 project to enable health professionals who have worked in 

10 an Indian health program (as defined in section 110) for 

1 1 a substantial )>eriod of time to pursue advanced training 

12 or research in areas of study for which the Secretary de- 

13 termines a need exists. 

14 “(b) Service Obligation.— 

15 “(1) In GENERAL.— An individual who partici- 

16 pates in the project under subsection (a), where the 

17 educational costs are borne by the Service, shall 

18 incur an obligation to serve in an Indian health pro- 

19 gram for a period of obligated service equal to at 

20 least the |»eriod of time during which the individual 

21 participates in such project. 

22 “(2) Failure to complete service. — I n the 

23 event that an individual fails to complete a period of 

24 obligated service under paragraph (1), the individual 

25 shall be liable to the United States for the period of 
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1 service remaining. In such event, with respect to in- 

2 dividuals entering the project after the date of the 

3 enactment of this Act, the United States shall be en- 

4 titled to recover from such individual au amount to 

5 be determined in accordance with the formula speci- 

6 fied in subsection (I) of section 110 in the manner 

7 provided for in such subsection. 

8 “(c) Opportunity To Partici pate. —H ealth pro- 

9 fessionals from Indian tribes, tribal organizations, and 
10 urban Indian organizations under the authority of the lu- 
ll dian Self-Determination and Education Assistance Act 

12 shall be given an equal opportunity to |>artici)>ate in the 

13 program under subsection (a). 

14 -8EC. 115. NURSING PROGRAMS; QUENTIN N. BURDICK 

15 AMERICAN INDIANS INTO NURSING PRO- 

16 GRAM. 

17 “(a) Grants. — N otwithstanding section 102, the 

18 Secretary, acting through the Service, shall provide funds 

19 to— 

20 “(1) public or private schools of nursing; 

21 “(2) tribally controlled community colleges and 

22 tribally controlled postsecondarv vocational institu- 

23 tions (as defined in section 390(2) of the Tribally 

24 Controlled Vocational Institutions Sup|x>rt Act of 

25 1990 (20 U.S.C. 2397h(2)); and 
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1 “(3) nurse midwife programs, and advance 

2 practice nurse programs, that are provided by any 

3 tribal college accredited nureing program, or in the 

4 absence of such, any other public or private institu- 

5 tion, 

6 for the purpose of increasing the number of nurses, nurse 

7 midwives, and nurse practitioners who deliver health care 

8 services to Indians. 

9 “(b) Use of Grants.— F unds provided under sub- 

10 section (a) may be used to- 
ll “(1) recruit individuals for programs which 

12 train individuals to be nurses, nurse midwives, or 

13 advanced practice nurses; 

14 "(2) proride scholarship to Indian individuals 

15 enrolled in such programs that may be used to pay 

16 the tuition charged for such program and for other 

17 expenses incurred in connection with such program, 

18 including books, fees, room and board, ami sti)tends 

19 for living expenses; 

20 "(3) proride a program that encourages nurses, 

21 nurse midwives, and advanced practice nurses to 

22 proride, or continue to proride, health care services 

23 to Indians; 
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1 "(4) provide a program that increases the skills 

2 of, and provides continuing education to, nurses, 

3 nurse midwives, and advanced practice nurses; or 

4 *‘(5) provide any program that is designed to 

5 achieve the purpose described in subsection (a). 

6 “(c) Applications.— E ach application for funds 

7 under subsection (a) shall include such information as the 

8 Secretary may require to establish the connection between 

9 the program of the applicant and a health care facility 

10 that primarily serves Indians. 

1 1 “(d) Preferences.— I n providing funds under sub- 

12 section (a), the Secretary shall extend a preference to — 

13 “(1) programs that provide a preference to In- 

14 dians; 

15 “(2) programs that train nurse midwives or ad- 

16 vanced practice nurses; 

17 “(3) programs that are interdisciplinary'; and 

18 “(4) programs that are conducted in coo|>era- 

19 tion with a center for gifted and talented Indian stu- 

20 dents established under section 5324(a) of the In- 

21 dian Education Act of 1988. 

22 “(e) Quentin X. Burdick American Indians Into 

23 Nursing Program.—' T he Secretary shall ensure that a 

24 portion of the funds authorized under subsection (a) is 

25 made available to establish and maintain a program at the 
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1 University of North Dakota to be known as the ‘Quentin 

2 N. Burdick American Indians Into Nursing Program'. 

3 Such program shall, to the maximum extent feasible, co- 

4 ordinate with the Quentin N. Burdick American Indians 

5 Into Psychology Program established under section 106(b) 

6 and the Quentin N. Burdick Indian Health Programs es- 

7 tablished under section 1 17(b). 

8 “(0 Service Obligation.— T he active duty service 

9 obligation prescribed under section 338C of the Public 

10 Health Service Act (42 U.S.C. 254m) shall be met by each 

1 1 individual who receives training or assistance described in 

12 paragraph (1) or (2) of subsection (b) that is funded 

13 under subsection (a). Such obligation shall be met by 

14 service — 

15 “(1) in the Indian Health Service; 

16 "(2) in a program conducted under a contract 

17 entered into under the Indian Self-Determination 

18 and Education assistance Act; 

19 "(3) in a program assisted under title V; or 

20 “(4) in the private practice of nursing if, as de- 

21 termiued by the Secretary', m accordance with guklc- 

22 lines promulgated by tl»e Secretary', such practice is 

23 situated in a physician or other health professional 

24 shortage area and addresses the health care needs of 

25 a substantial number of Indians. 
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1 “SEC. 116. TRIBAL CULTURE AND HISTORY. 

2 “(a) In General. — T lie Secretary, acting through 

3 the Service, shall require that appropriate employees of 

4 the Service who serve Indian tribes in each service area 

5 receive educational instruction in the history and culture 

6 of such tribes and their relationship to the Service. 

7 “(b) Requirements.— T o the extent feasible, the 

8 educational instruction to be provided under subsection 

9 (a) shall— 

10 “( 1 ) be provided in consultation with the af- 

11 fected tribal governments, tribal organizations, and 

12 urban Indian organizations; 

13 “(2) be provided through tribally-controlled 

14 community colleges (within the meaning of section 

15 2(4) of the Tribal ly Controlled Community College 

16 Assistance Act of 1978) and tribally controlled post- 

17 secondary vocational institutions (as defined in sec- 

18 tion 390(2) of the Tribally Controlled Vocational In- 

19 stitutions Support Act of 1990 (20 U.S.C. 

20 2397h(2)); and 

21 "(3) include instruction in Native American 

22 studies. 

23 “SEC. 117. INMED PROGRAM. 

24 “(a) GRANTS. — The Secretary may provide grants to 

25 3 colleges ami universities for the purpose of maintaining 

26 and expanding the Native American health careers recruit- 
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1 ment program known as the ‘Indians into Medicine Pro- 

2 gram’ (referred to in this section as ‘INMED’) as a means 

3 of encouraging Indians to enter the health professions. 

4 “(b) Quentin N. Burdick Indian Health Pro- 

5 gram. — T he Secretary shall provide 1 of the grants under 

6 subsection (a) to maintain the INMED program at the 

7 University of North Dakota, to be known as the ‘Quentin 

8 N. Burdick Indian Health Program’, unless the Secretary 

9 makes a determination, based upon program reviews, that 

10 the program is not meeting the purposes of this section. 

1 1 Such program shall, to the maximum extent feasible, co- 

12 ordinate with the Quentin N. Burdick American Indians 

13 Into Psychology Program established under section 106(b) 

14 and the Quentin N. Burdick American Indians Into Nurs- 

1 5 ing Program established under section 1 15. 

16 “(c) R EQUl REM ENTS.— 

17 “(1) In GENERAL. — The Secretary shall develop 

18 regulations to govern grants under to this section. 

19 “(2) Program requirements. — A pplicants 

20 for grants provided under this section shall agree to 

21 provide a program that — 

22 “(A) provides outreach and recruitment for 

23 health professions to Indian communities in- 

24 eluding elementary, secondary and community 
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1 colleges located on Indian reservations which 

2 will be served by the program; 

3 “(B) incorporates a program advisory 

4 board comprised of representatives from the 

5 tribes and communities which will be served by 

6 the program; 

7 “(C) provides summer preparatory pro- 

8 grams for Indian students who need enrichment 

9 in the subjects of math ami science in order to 

10 pursue training in the health professions; 

1 1 “(D) provides tutoring, counseling ami 

12 sup|K>rt to students who are enrolled in a health 

13 career program of study at the respective col- 

14 lege or university; and 

15 “(E) to the maximum extent feasible, em- 

16 ploys qualified Indians in the program. 

17 “SEC. 118. HEALTH TRAINING PROGRAMS OF COMMUNITY 

18 COLLEGES. 

19 “(a) Establishment Grants.— 

20 “(1) In general.— The Secretaiy, acting 

21 through the Service, shall award grants to accredited 

22 and accessible community colleges for the purpose of 

23 assisting such colleges in the establishment of pro- 

24 grams which provide education in a health profes- 

25 sion leading to a degree or diploma in a health pro- 
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1 fession for individuals who desire lo practice such 

2 profession on an Indian reservation, in the Service, 

3 or in a tribal health program. 

4 “(2) Amount.— T he amount of any grant 

5 awarded to a community college under paragraph 

6 ( 1 ) for the find year in which such a grant is pro- 

7 vided to the community college shall not exceed 

8 $ 100 , 000 . 

9 “(b) Continuation Grants.— 

10 “(1) In general. — T he Secretaiy, acting 

1 1 through the Service, shall award grants to accredited 

12 and accessible community colleges that have estab- 

13 lished a program described in subsection (a)(1) for 

14 the purpose of maintaining the program and recruit- 

15 ing students for the program. 

16 "(2) Eligibility.— G rants may only be made 

17 under this subsection to a community college that — 

18 “(A) is accredited; 

19 “(B) has a relationship with a hospital fa- 

20 cility. Service facility, or )>ospita) that could 

21 proride training of nurses or health profes- 

22 sionals; 

23 “(C) has entered into an agreement with 

24 an accredited college or university medical 

25 school, the terms of which — 
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“(i) provide a program that enhances 
the transition and recruitment of students 
into advanced baccalaureate or graduate 
programs which train health professionals; 


6 “(ii) stipulate certifications necessaiy 

7 to approve internship and field placement 

8 op|>ort unities at health programs of the 

9 Service or at tribal health programs; 

10 “(D) has a qualified stafT which has the 

1 1 appropriate certifications; 

12 “(E) is caiwble of obtaining State or re- 

13 gional accreditation of tlie program described in 

14 subsection (a)(1); and 

15 "(F) agrees to provide for Indian pref- 

16 crence for applicants for programs under this 

17 section. 

18 “(c) Service Personnel and Technical Assist- 

19 ANCE. — The Secretary shall encourage community colleges 

20 described in subsection (b)(2) to establish and maintain 

2 1 programs described in subsection (a)( 1 ) by — 

22 “(1) entering into agreements with such col- 


leges for tlie provision of qualified |>ersonnel of the 
Service to teach courses of study in such programs, 
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1 “(2) providing technical assistance and support 

2 to such colleges. 

3 “(d) Specified Courses of Study.— A ny program 

4 receiving assistance under this section that is conducted 

5 with respect to a health profession shall also ofTer courses 

6 of study which provide advanced training for any health 

7 professional who— 

8 “(1) has already received a degree or diploma 

9 in such health profession; and 

10 “(2) provides clinical services on an Indian res- 

11 ervation, at a Service facility, or at a tribal clinic. 

12 Such courses of study may be offered in coiyuiartion with 

13 the college or university with which the community college 

14 has entered into the agreement required under subsection 

15 (b)(2)(C). 

16 “(e) Prior ity.— P riority shall be provided under this 

17 section to triballv controlled colleges in service areas that 

18 meet the requirements of subsection (b). 

19 “(f) Definitions.— I n this section: 

20 “(l) Community college.— 1 The term ‘com- 

21 niunity college' means — 

22 “(A) a triballv controlled community col- 

23 lege; or 

24 “(B) a junior or community college. 
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1 “(2) Junior or community college.— T he 

2 term ‘junior or community college” has the meaning 

3 given such term by section 312(e) of the Higher 

4 Education Act of 1965 (20 U.S.C. 1058(e)). 

5 “(3) Tribally controlled college.— T he 

6 term ‘tribally controlled college’ has the meaning 

7 given the term ‘tribally controlled community college' 

8 by section 2(4) of the Tribally Controlled Commu- 

9 nity College Assistance Act of 1978. 

10 “SEC. 119. RETENTION BONUS. 

1 1 "(a) IN General.— T he Secretary may pay a reten- 

12 lion bonus to any health professional employed by, or as* 

13 signed to, and serving in, the Service, an Indian tribe, a 

14 tribal organization, or ail urban Indian organization either 

15 as a civilian employee or as a commissioned officer in the 

16 Regular or Reserve Corps of the Public Health Service 

17 who— 

18 “(1) is assigned to, and serving in, a position 

19 for which recruitment or retention of |>ersonnel is 

20 difficult; 

21 “(2) the Secretary determines is needed by the 

22 Service, tribe, tribal organization, or urban organiza- 

23 tion; 

24 “(3) ha»- 
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1 “(A) completed 3 years of enjoyment 

2 with the Service; tribe, tribal organization, or 

3 urban organization; or 

4 “(B) completed any service obligations in- 

5 curred as a requirement of — 

6 "(i) any Federal scholarship program; 

7 or 

8 “(ii) any Federal education loan rc- 

9 payment program; and 

10 “(4) enters into an agreement with the Service, 

1 1 Indian tribe, tribal organization, or urban Indian or- 

12 ganization for continued employment for a |>eriod of 

13 not less than 1 year. 

14 "(b) Rates. — T he Secretary may establish rates for 

15 the retention bonus which shall provide for a higher an- 

16 nual rate for multiyear agreements than for single year 

17 agreements referred to in subsection (a)(4), but in no 

18 event shall the annual rate be more than $25,000 per 

19 annum. 

20 “(c) Failure To Complete Term of Service.— 

21 Any health professional failing to complete the agreed 

22 upon term of service, except where such failure is through 

23 no fault of the individual, shall be obligated to refund to 

24 the Government the full amount of the retention bonus 

25 for the period covered by the agreement, plus interest as 
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1 determined by the Secretary in accordance with section 

2 110(I)(2)(B). 

3 “(d) Funding Agreement.— T he Secretary' may 

4 pay a retention bonus to any health professional employed 

5 by an organization providing health care services to Indi- 

6 ans pursuant to a funding agreement under the Indian 

7 Self-Determination and Education Assistance Act if such 

8 health professional is serving in a position which the Seo- 

9 retary determines is — 

10 “(1) a position for which recruitment or reten- 

1 1 tion is difficult; and 

12 “(2) necessary for providing health care services 

13 to Indians. 

14 “8EC. ISO. NURSING RESIDENCY PROGRAM. 

15 “(a) Establishment.—' T he Secretary, acting 

16 through the Service, shall establish a program to enable 

17 Indians who are licensed practical nurses, licensed voca- 

18 tional nurses, and registered nurses who are working in 

19 an Indian health program (as defined in section 

20 110(a)(2)(A)), and have done so for a period of not less 

21 than 1 year, to pursue advanced training. 

22 “(b) Requirement.— T he program established 

23 under subsection (a) shall include a combination of edu- 

24 cation and work study in an Indian health program (as 

25 defined in section 110(a)(2)(A)) leading to an associate 
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1 or bachelor’s degree (ill the case of a licensed practical 

2 nurse or licensed vocational nurse) or a bachelor’s degree 

3 (in the case of a registered nurse) or an advanced degrees 

4 in nursing and public health. 

5 “(c) Service Obligation. — A n individual who jwr- 

6 ticipates in a program under subsection (a), where the 

7 educational costs are paid by the Service, shall incur an 

8 obligation to serve in an Indian health program for a |>e- 

9 nod of obligated service equal to the amount of time dur- 

10 ing which the individual participates in such program. In 

1 1 the event that the individual fails to complete such obli- 

12 gated service, the United States shall be entitled to recover 

13 from such individual an amount determined in accordance 

14 with the formula specified in subsection (I) of section 110 

15 in the manner provided for in such subsection. 

16 -SEC. 111. COMMUNITY HEALTH AIDE PROGRAM FOR 

17 ALASKA. 

18 “(a) In General. — U nder the authority of the Act 

19 of November 2, 1921 (25 U.S.C. 13; commonly known as 

20 the Snyder Act), the Secretary shall maintain a Commu- 

21 nity Health Aide Program in Alaska under which the 

22 Service — 

23 “(1) provides for the training of Alaska Natives 
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as health aides or community health practitioners; 
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1 “(2) uses such aides or practitioners in the pro- 

2 vision of health care, health promotion, and disease 

3 prevention services to Alaska Natives living in vil- 

4 lages in rural Alaska; and 

5 “(3) provides for the establishment of tcle- 

6 conferencing capacity in health clinics located in or 

7 near such villages for use by community health aides 

8 or community health practitioners. 

9 “(b) ACTIVITIES.— The Secretary, acting through the 

10 Community Health Aide Program under subsection (a), 

11 shall— 

12 “(1) using trainers accredited by the l^ogram, 

13 provide a high standard of training to community 

14 health aides and community health practitioners to 

15 ensure that such aides and practitioners provide 

16 quality health care, health promotion, and disease 

17 prevention services to the villages served by the Pro- 

18 gram; 

19 "(2) in order to provide such training, develop 

20 a curriculum that — 

21 “(A) combines education in the theoiy of 

22 health care with sujienised practical exjierience 

23 in the provision of health care; 

24 “(B) provides instruction and practical ex- 
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perience in the provision of acute care, emer- 
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1 gency care, health promotion, disease preven- 

2 lion, and the efficient and effective manage- 

3 ment of clinic pharmacies, supplies, equipment, 

4 and facilities; and 

5 “(C) promotes the achievement of the 

6 health status objective s|>eeified in section 3(b); 

7 “(3) establish and maintain a Community 

8 Health Aide Certification Board to certify as eom- 

9 munity health aides or community health practition- 

10 era individuals who have successfully completed the 

1 1 training described in paragraph (1) or who can dem- 

12 onstrate equivalent experience; 

13 "(4) develop and maintain a system which iden- 

14 tifies the needs of community health aides and corn- 

15 munity health practitioners for continuing education 

16 in the provision of health care, including the areas 

17 described in paragraph (2)(B), and develop pro- 

18 grams that meet the needs for such continuing edu- 

19 cation; 

20 “(5) develop and maintain a system that pro- 

21 vides close supemsion of community health aides 

22 and community liealth practitioners; and 

23 “(6) develop a system under which the work of 

24 community health aides and community health prae- 

25 titionere is reviewed and evaluated to assure the pro- 
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1 vision of quality health care, health promotion, and 

2 disease prevention services. 

3 “SEC. 121. TRIBAL HEALTH PROGRAM ADMINISTRATION. 

4 "Subject to Section 102, the Secretaiy, acting 

5 through the Service, shall, through a funding agreement 

6 or otherwise, provide training for Indians in the adminis- 

7 tration and planning of tribal health programs. 

8 -SEC. Itt. HEALTH PROFESSIONAL CHRONIC SHORTAGE 

9 DEMONSTRATION PROJECT. 

10 “(a) Pilot Programs.— The Secretaiy may, 

1 1 through area offices, fund pilot programs for tribes and 

12 tribal organizations to address chronic shortages of health 

1 3 professionals. 

14 “(b) PURPOSE.— It is the purj>o«c of the health pro- 

15 factions demonstration project under this section to— 

16 “(1) provide direct clinical and practical experi- 

17 ence in a service area to health professions students 

18 and residents from medical schools; 

19 “(2) improve the quality of health care for Indi- 

20 ans by assuring access to qualified health care pro- 

21 fessionals; and 

22 “(3) provide academic and scholarly opportuni- 

23 ties for health professionals serving Indian people by 

24 identifring and utilizing all academic and scholarly 

25 resources of the region. 
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1 “(c) Advisory Board. — A pilot program established 

2 under subsection (a) shall iucor|>orate a program advisory 

3 board that shall be composed of representatives from the 

4 tribes and communities in the service area that will be 

5 served by the program. 

6 “SEC. 1X4. SCHOLARSHIPS. 

7 "Scholarships and loan reimbursements provided to 

8 individuals pursuant to this title shall be treated as ‘quail* 

9 fled scholarships' for |>ur|>osos of section 1 17 of the Inter* 

10 nal Revenue Code of 1986. 

1 1 -SEC. 1X5. NATIONAL HEALTH SERVICE CORPS. 

12 "(a) Limitations.— The Secretaiy shall not — 

13 "(1) remove a member of the National Health 

14 Services Corps from a health program o|>eratcd by 

15 Indian Health Service or by a tribe or tribal organ!* 

16 zation under a funding agreement with the Service 

17 under the Indian Self-Determination and Education 

18 Assistance Act, or by urban Indian organizations; or 

19 "(2) withdraw tl»e funding used to support such 

20 a member; 

21 unless the Secretary, acting through the Service, tribes or 

22 tribal organization, has ensured that the Indians receiving 

23 services from such member will experience no reduction 

24 in services. 
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1 “(b) Designation of Service Areas as Health 

2 Professional Shortage Areas.— A ll sen-ice areas 

3 served by programs o|ierated by the Sen-ice or by a tribe 

4 or tribal organization sunder the Indian Self-Detcrmina- 
3 tion and Education Assistance Act, or by an urban Indian 

6 organization, shall be designated under section 332 of the 

7 Public Health Service Act (42 t'.S.C. 254e) as Health 

8 Professional Shortage Areas. 

9 “(c) Fill Time Equivalent.— N ational Health 

10 Sen-ice Corj>s scholars that qualify for the commissioned 

11 corps in the Public Health Sen-ice shall be exempt from 

12 the full time equivalent limitations of the National Health 

13 Sen-ice Corps and the Senice when such scholars sen-e 

14 as commissioned corps officers in a health program o|ht- 

15 ated by an Indian tribe or tribal organization under the 

16 Indian Self-Determination and Education Assistance Act 

17 or by an urban Indian organization. 

18 "SEC. 12*. SUBSTANCE ABUSE COUNSELOR EDUCATION 

19 DEMONSTRATION PROJECT. 

20 “(a) Demonstration Projects— T he Secretaiy, 

21 acting through the Senice. may enter into contracts with, 

22 or make grant* to, accredited triballv controlled cominu- 

23 nitv colleges, triballv controlled |>ostsecondary vocational 

24 institutions, and eligible accredited and accessible commu- 
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1 nity colleges to establish demonstration projects to develop 

2 educational curricula for substance abuse counseling. 

3 “(b) Use of Fund®. — F unds provided under this 

4 section shall be used only for developing and providing 

5 educational curricula for substance abuse counseling (in* 

6 eluding |>aying salaries for instructors). Such curricula 

7 may be provided through satellite campus programs. 

8 “(c) Term of Grant.— A contract entered into or 

9 a grant provided under this section shall be for a period 

10 of 1 war. Such contract or grant may be renewed for an 

11 additional 1 .war period upon the approval of the Sec- 

12 retaiy. 

13 “(d) Review of Applications.— N ot later than 180 

14 days after the date of the enactment of this Act, the Sec- 

15 retaiy, after consultation with Indian tribes ami adminis- 

16 trators of accredited triballv controlled community col- 

17 leges, triballv controlled |>ostsecondary vocational iustitu- 

18 tions, and eligible accredited ami accessible community 

19 colleges, shall develop and issue criteria for the review and 

20 approval of applications for funding (including applica- 

21 tions for renewals of funding) under this section. Such cri- 

22 teria shall ensure that demonstration projects established 

23 under this section promote tin? development of the capacity 

24 of such entities to educate substance abuse counselors. 
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1 “(e) Technical Assistance.— T he Secretary shall 

2 provide such technical and other assistance as may be nec- 

3 essary to enable grant recipients to comply with the provi- 

4 sions of this section. 

5 “(0 Report. — T he Secretary shall submit to the 

6 President, for inclusion in the report required to be sub- 

7 mitted under section 801 for fiscal year 1999, a re|rort 

8 on the findings ami conclusions derived from the dem- 

9 onstration projects conducted under this section. 

10 “(g) Definitions. — I n this section: 

11 “(1) Educational curriculum.— T he term 

12 'educational curriculum’ means 1 or more of the fol- 

13 lowing: 

14 "(A) Classroom education. 

15 “(B) Clinical work experience. 

16 “(C) Continuing education workshops. 

17 "(2) Trirally controlled community col- 

18 LEGE. — Tire term 'triballv controlled community col- 

19 lege’ has the meaning given such term in section 

20 2(a)(4) of the Tribady Controlled Community Col- 

21 lege Assistance Act of 1978 (25 U.S.C. 1801(a)(4)). 

22 “(3) Tribally controlled postsecondary 

23 VOCATIONAL INSTITUTION.— The term 'triballv con- 

24 trolled postsecondary vocational institution’ has the 

25 meaning given such term in section 390(2) of the 
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Tribally Controlled Vocational Institutions Support 
Act of 1990 (20 U.S.C. 2397h(2)). 

“SEC. 127. MENTAL HEALTH TRAINING AND COMMUNITY 
EDUCATION. 

“(a) Study and List. — 

“(1) In general. — T he Secretary and the Sec- 
retary of the Interior in consultation with Indian 
tribes and tribal organizations shall conduct a study 
and compile a list of the types of staff )K>sitions 
specified in subsection (b) whose qualifications in- 
clude or should include, training in the identifica- 
tion, prevention, education, referral or treatment of 
mental illness, dysfunctional or self-destructive be- 
havior. 

“(2) Positions.— T he iwsitions referred to in 
l>aragniph (1) are — 

“(A) staff |M>sitions within the Bureau of 
Indian Affairs, including existing positions, in 
the fields of— 

“(i) elementary and secondary edu- 
cation; 

"(ii) social services, family and child 
welfare; 

“(iii) law enforcement and judicial 
services; and 
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“(iv) alcohol and substance abuse; 
“(B) staff positions within the Service; and 
“(C) staff positions similar to those speci- 
fied in subsection (b) and established and main- 
tained by Indian tribes, tribal organizations, 
and urban Indian organizations, including posi- 
tions established pursuant to funding agree- 
ments under the Indian Self-determination and 
Education Assistance Act, and this Act. 

“(3) Training criteria.— 

“(A) In general. — The appropriate Sec- 
retaiy shall provide training criteria appropriate 
to each type of position specified in subsection 
(b)(1) and ensure that appropriate training has 
been or will be provided to any individual in any 
such position. 

"(B) Training. — With respect to any such 
individual in a position specified pursuant to 
subsection (b)(3), the respective Secretaries 
shall provide appropriate training or provide 
ftinds to an Indian tribe, tribal organization, or 
urban Indian organization for the training of 
appropriate individuals. In the case of a fund- 
ing agreement, the appropriate Secretary shall 
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1 ensure that such training costs are included in 

2 the funding agreement, if necessary. 

3 “(4) Cultural relevancy. — P osition specific 

4 training criteria shall be culturally relevant to Indi- 

5 ans and Indian tribes and shall ensure that appro- 

6 priate information regarding traditional health care 

7 practices is provided. 

8 “(5) Community education.— 

9 “(A) DEVELOPMENT.— The Service shall 

10 develop ami implement, or on request of an Iii- 

1 1 dian tribe or tribal organization, assist an In- 

12 dian tribe or tribal organization, in developing 

13 and implementing a program of community 

14 education on mental illness. 

15 “(B) Technical assistance.— I n carry- 

16 ing out this paragraph, the Service shall, upon 

17 the request of an Indian tribe or tribal organi- 

18 zation, provide technical assistance to the In- 

19 dian tribe or tribal organization to obtain and 

20 develop community educational materials on the 

21 identification, prevention, referral and treat- 

22 ment of mental illness, dysfunctional and self- 

23 destructive behavior. 

24 “(b) Staffing.— 
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1 “(1) In general.— N ot later than 90 days 

2 after the date of enactment of the Act, the Director 

3 of the Service shall develop a plan under which the 

4 Service will increase the number of health care staff 

5 that are providing mental health services by at least 

6 500 positions within 5 years after such date of en- 

7 actment, with at least 200 of such |>ositions devoted 

8 to child, adolescent, ami family services. The alloca- 

9 tion of such |>ositions shall be subject to the provi- 

10 sions of section 102(a). 

11 “(2) Implementation.— T he plan developed 

12 under |>aragraph (1) shall be implemented under the 

13 Act of November 2, 1921 (25 U.S.C. 13) (commonly 

14 know as the ‘Snyder Act*). 

1 5 -SEC. Its. AUTHORIZATION OF APPROPRIATIONS. 

16 “There arc authorized to be appropriated such sums 

17 as may be necessary for each fiscal year through fiscal 

18 war 2012 to carry out this title. 

19 “TITLE II— HEALTH SERVICES 

20 -SEC. 201. INDIAN HEALTH CARE IMPROVEMENT FUND. 

21 “(a) In General.— T he Secretary may expend 

22 hinds, directly or under the authority of the Indian Self- 

23 Determination and Education Assistance Act, that arc ap- 

24 preprinted under the authority of this section, for the pur- 

25 |>oses of — 
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1 “(1) eliminating the deficiencies in the health 

2 status and resources of all Indian tribes; 

3 “(2) eliminating backlogs in the provision of 

4 health care services to Indians; 

5 “(3) meeting the health needs of Indians in an 

6 efficient and equitable manner; 

7 “(4) eliminating inequities in funding for both 

8 direct care and contract health service programs; 

9 and - 

10 “(5) augmenting the ability of the Service to 

1 1 meet the following health service responsibilities with 

12 respect to those Indian tribes with the highest levels 

13 of health status and resource deficiencies: 

14 “(A) clinical care, including inpatient care, 

15 out|>atient care (including audiology, clinical eye 

16 and vision care), primary' care, secondary and 

17 tertiary care, and long term care; 

18 “(B) preventive health, including mam- 

19 mography and other cancer screening in accord- 

20 anee with section 207; 

21 “(C) dental care; 

22 “(D) mental health, including community 

23 mental health services, inpatient mental health 

24 services, dormitory mental health services, 

25 therapeutic and residential treatment centers, 
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and training of traditional health care practi- 
tioners; 

“(E) emergency medical services; 

“(F) treatment and control of, and reha- 
bilitative care related to, alcoholism and drug 
abuse (including fetal alcohol syndrome) among 
Indians; 

“(0) accident prevention programs; 

"(II) home health care; 

“(I) community health representatives; 

“(J) maintenance and repair; and 
"(K) traditional health care practices. 

“(b) Use of Funds.— 

"(1) Limitation. — A ny funds appropriated 
under the authority of this section shall not be used 
to offset or limit any other appropriations made to 
the Service under this Act, the Act of November 2, 
1921 (25 U.S.C. 13) (commonly know'll as the ‘Sny- 
der Act'), or any other provision of law. 

“(2) Allocation.— 

“(A) In general. — Funds appropriated 
under the authority of this section shall be allo- 
cated to service units or Indian tribes or tribal 
organizations. The funds allocated to each tribe, 
tribal organization, or service unit under this 
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1 subparagraph shall be used to improve the 

2 health status and reduce the resource deficiency 

3 of each tribe served by such service unit, tribe 

4 or tribal organization. 

5 "(B) Apportionment.— T he apportion- 

6 ment of funds allocated to a service unit, tribe 

7 or tribal organization under subparagraph (A) 

8 among the health service responsibilities de- 

9 scribed in subsection (a)(4) shall be determined 

10 by the Service in consultation with, and with 

11 the active partici|>ation of, the affected Indian 

12 tribes in accordance with this section and such 

13 rules as may be established under title VIII. 

14 "(c) Health Status and Resource Defi- 

1 5 C1ENCY. — In this section: 

16 "(1) Definition.— T he term 'health status 

17 and resource deficiency’ means the extent to 

18 which — 

19 "(A) the health status objective set forth 

20 in section 3(2) is not being achieved; and 

21 "(B) the Indian tribe or tribal organization 

22 does not have available to it the health re- 

23 sources it needs, taking into account the actual 
cost of providing health care services given local 

-a SAM is 
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1 geographic, climatic, rural, or other cir- 

2 cumstances. 

3 “(2) Resources. — T he health resources avail- 

4 able to an Indian tribe or tribal organization shall 

5 include health resources provided by the Service as 

6 well as health resources used by the Indian Tribe or 

7 tribal organization, including services and financing 

8 systems provided by any Federal programs, private 

9 insurance, and programs of State or local govern- 

10 ments. 

11 “(3) Remew ok determination.— T he Sec- 

12 retary shall establish procedures which allow any In- 

13 dian tribe or tribal organization to |>etition the Sec- 

14 retary for a review of any determination of the ex- 

15 tent of tlie health status and resource deficiency of 

16 such tribe or tribal organization. 

17 “(d) Elioibilitv.— P rograms administered by any 

18 Indian tribe or tribal organization under the authority of 

19 the Indian Self-Determination and Education Assistance 

20 Act shall be eligible for funds appropriated under the au- 

21 thoritv of this section on an equal basis with programs 

22 that arc administered directly by the Service. 

23 “(e) Report.— N ot later than the date that is 3 

24 years after the date of enactment of this Act, tlie Sec- 

25 retary sliall submit to the Congress the current health sta- 
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1 tus and resource deficiency rej>ort of the Service for each 

2 Indian tribe or service unit, including newly recognized or 

3 acknowledged tribes. Such report shall set out — 

4 “(1) the methodology then in use by the Service 

5 for determining tribal health status and resource de- 

6 ficiencies, as well as the most recent application of 

7 that methodology; 

8 “(2) the extent of the health status and re- 

9 source deficiency of each Indian tribe served by the 

10 Service; 

1 1 “(3) the amount of finals necessary to eliminate 

12 the health status and resource ileficiencies of all In- 

13 dian tribes served by the Service; and 

14 “(4) an estimate of— 

15 “(A) the amount of health service finals 

16 appropriated under the authority of this Act, or 

17 any other Act, iia;luding the amount of any 

18 finals transferred to the Service, for the prcced- 

19 ing fiscal year which is allocated to each service 

20 unit, Italian tribe, or comparable entity; 

21 "(B) the number of Indians eligible for 

22 health services in each service unit or Indian 

23 tribe or tribal organization; and 

24 ‘‘(C) the number of Indians using tlie 


25 


Service resources made available to each service 



96 


95 

1 unit or Indian tribe or tribal organization, and, 

2 to the extent available, information on the wait- 

3 ing lists and number of Indians turned away for 

4 services due to lack of resources. 

5 “(0 Budgetary Rule. — F unds appropriated under 

6 the authority of this section for any fiscal year shall be 

7 included in the base budget of the Service for the purpose 

8 of determining appropriations under this section in subse- 

9 quent fiscal years. 

10 "(g) Rule of Construction.— N othing in this sec- 

11 tion shall be construed to diminish the primary respon- 

12 sibility of the Service to eliminate existing backlogs in 

13 unmet health care needs or to discourage the Service from 

14 undertaking additional efforts to achieve equity among In- 

15 dian tribes and tribal organizations. 

16 “(h) Designation.— A ny funds appropriated under 

17 the authority of this section shall be designated as the ‘In- 

18 dian Health Care Improvement Fund'. 

19 “SEC. sox. catastrophic health emergency fund. 

20 “(a) Establishment.— 

21 “(1) In general. — There is hereby established 

22 an Indian Catastrophic- Health Emergency Fund (re- 

23 ferred to in this section as the ‘CHEF') consisting 

24 of— 
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1 “(A) the amounts deposited under sub- 

2 section (d); and 

3 “(B) any amounts appropriated to the 

4 CHEF under this Act. 

5 “(2) Administration. — T he CHEF shall be 

6 administered by the Secretary solely for the purj>ose 

7 of meeting the extraordinary medical costs associ- 

8 ated with the treatment of victims of disasters or 

9 catastrophic illnesses who are within the responsibil- 

10 ity of the Service. 

11 “(3) Equitable allocation.— T he CHEF 

12 shall be equitably allocated, apportioned or delegated 

13 on a service unit or area office basis, based u|X>n a 

14 formula to be develojied by the Secretary in eon- 

15 sultation with the Indian tribes and tribal organiza- 

16 tions through negotiated rulemaking under title 

17 VIII. Such formula shall take into account the 

18 added needs of service areas which are contract 

19 health service dependent. 

20 “(4) Not subject to contract or 

21 GRANT.— No part of the CHEF or its adminis- 

22 tration shall be subject to contract or grant 

23 under any law, including tl»e Indian Self-Dcter- 

24 mination and Education Assistance Act. 
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1 “(5) Administration.— Amounts pro- 

2 vided from the CHEF shall be administered by 

3 the area offices based U)>on priorities deter* 

4 mined by the Indian tribes and tribal organiza- 

5 tions within each service area, including a con* 

6 sideration of the needs of Indian tribes and 

7 tribal organizations which are contract health 

8 service-dependent. 

9 “(b) Requirements.— The Secretary shall, through 

10 the negotiated rulemaking process under title VIII, pro- 

1 1 mulgate regulations consistent with the provisions of this 

12 section — 

13 “(1) establish a definition of disasters and cata- 

14 strophic illnesses for which the cost of treatment 

15 provided under contract would qualify for |»ayment 

16 from the CHEF; 

17 “(2) provide that a service unit, Indian tribe, or 

18 tribal organization shall not be eligible for reim- 

19 bureement for the cost of treatment from the CHEF 

20 until its cost of treatment for any victim of such a 

21 catastrophic illness or disaster has reached a certain 

22 threshold cost which the Secretary' shall establish 

23 at— 

24 


“(A) for 1999, not less than $19,000; and 



99 


98 

1 “(B) for any subsequent year, not less 

2 than the threshold cost of the previous year in- 

3 creased by the |»ercentage increase in the medi- 

4 cal care expenditure category of the consumer 

5 price index for all urban consumers (United 

6 States city average) for the 12-month |»eriod 

7 ending: with December of the previous year; 

8 “(3) establish a procedure for the roimburse- 

9 ment of the portion of the costs incurred by — 

10 “(A) service units, Indian tribes, or tribal 

1 1 organizations, or facilities of the Service; or 

12 “(B) non-Service facilities or providers 

13 whenever otherwise authorized by the Service; 

14 in rendering treatment that exceeds threshold cost 

15 described in paragraph (2); 

16 “(4) establish a procedure for payment from 

17 tlie CHEF in cases in which the exigencies of the 

18 medical circumstances warrant treatment prior to 

19 the authorization of such treatment by the Service; 

20 and 

21 “(5) establish a procedure that will ensure that 

22 no payment shall be made from the CHEF to any 

23 provider of treatment to the extent that such pro- 

24 vider is eligible to receive |>ayment for the treatment 

25 from any other Federal, State, local, or private 
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1 source of reimbursement for which the patient is eli- 

2 gible. 

3 “(c) Limitation. — A mounts appropriated to the 

4 CHEF under this section shall not be used to offset or 

5 limit appropriations made to the Service under the author- 

6 ity of the Act of November 2, 1921 (25 U.S.C. 13) (com- 

7 monly known as the Snyder Act) or any other law. 

8 “(d) Deposits.— T here shall be de|»sited into the 

9 CHEF all reimbursements to which the Service is entitled 

10 from any Federal, State, local, or private source (including 

1 1 third party insurance) by reason of treatment rendered to 

12 any victim of a disaster or catastrophic illness the cost 

13 of which was paid from the CHEF. 

14 “8EC. aoa. health promotion and disease prevention 

1 5 services. 

16 “(a) Findings.— C ongress finds that health pro- 

17 motion and disease prevention activities will 

18 “(1) improve the health and well-being of Indi- 

19 ana; and 

20 “(2) reduce the expenses for health care of In- 

21 dians. 

22 “(b) Provision of Services.— T he Secretary, act- 

23 ing through the Service and through Indian tribes and 

24 tribal organizations, shall provide health promotion and 
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disease prevention services to Indians so as to achieve the 
health status objective set forth in section 3(b). 

“(c) Disease Prevention and Health Pro- 
motion.— I n this section: 

“(1) Disease prevention.—' T he term ‘disease 
prevention’ means the reduction, limitation, and pre- 
vention of disease and its complications, and the re- 
duction in the consequences of such diseases, 
including — 

“(A) controlling — 

“(i) diabetes; 

“(ii) high blood pressure; 

“(in) infectious agents; 

“(hr) injuries; 

“(v) occupational hazards and disabil- 
ities; 

"(vi) sexually transmittable diseases; 
and 

"(vii) toxic agents; and 
"(B) proriding — 

“(i) for the fluoridation of water; and 
“(ii) immunizations. 

“(2) Health promotion.— T he term ‘health 
promotion' means fostering social, economic, enri- 
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ronmental, and personal factors conducive to health, 
including — 

“(A) raising people's awareness about 
health matters and enabling them to cope with 
health problems by increasing their knowledge 
and providing then) with valid information; 

“(B) encouraging adequate and appro- 
priate diet, exercise, and sleep; 

“(C) promoting education and work ill con- 
formity with physical and mental capacity; 

“(E) making available suitable housing, 
safe water, and sanitary facilities; 

“(F) improving the physical economic, cul- 
tural, psychological, and social environment; 

"(G) promoting adequate opportunity for 
spiritual, religious, and traditional practices; 
and 

“(I!) adequate and appropriate programs 
including — 

“(i) abuse prevention (mental and 

physical); 

"(hi) community health; 

“(iv) community safety; 

“(v) consumer health education; 

“(vi) diet and nutrition; 
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“(vii) disease prevention (commu- 
nicable, immunizations, HIV/AIDS); 

“(viii) environmental health; 

“(ix) exercise and physical fitness; 

“(x) fetal alcohol disorders; 

“(xi) first aid and CPR education; 
“(xii) human growth and develop- 
ment; 

“(xiii) injury prevention ami |>ersonal 
safety; 

“(xhr) mental health (emotional, self- 
worth); 

“(xv) iiersoual health ami wellness 
practices; 

“(xvi) personal capacity buil«liii|c; 
“(xvii) prenatal, pregnancy, ami in- 
fant care; 

"(xviii) psychological well being; 

“(xix) reproductive health (family 
planning); 

“(xx) safe and adequate water; 

“(xxi) safe housing; 

"(xxii) safe work environments; 

“(xxiii) stress control; 

“(xxiv) substance abuse; 
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1 “(xxv) sanitary facilities; 

2 “(xxvi) tobacco use cessation and re- 

3 duction; 

4 “(xxvii) violence prevention; and 

5 “(xxviii) such otlier activities klenti- 

6 fied by the Service, an Indian tribe or trib- 

7 al organization, to promote the achieve- 

8 ment of the objective described in section 

9 3(b). 

10 “(d) EVALUATION'. — The Secretaiy, after obtaining 

1 1 input from affected Indian tribes and tribal organizations, 

12 shall submit to the President for inclusion in each state- 

13 ment which is required to be submitted to Congress under 

14 section 801 an evaluation of — 

15 “(1) the health promotion and disease preveil* 

16 tion needs of Indians; 

17 “(2) the health promotion and disease preveii- 

18 tion activities which would best meet such needs; 

19 “(3) the internal ca|«city of the Service to meet 

20 such needs; and 

21 “(4) the resources which would be required to 

22 enable the Service to undertake the health promotion 

23 and disease prevention activities nccessaiy to meet 

24 such needs. 
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1 “SEC. J04. DIABETES PREVENTION, TREATMENT. AND CON- 

2 TROU 

3 “(a) DETERMINATION. — The Secretary, in consults- 

4 lion with Indian tribes and tribal organizations, shall 

5 determine — 

6 “(1) by tribe, tribal organization, and service 

7 unit of the Service, the prevalence of, and the types 

8 of complications resulting from, diabetes among In- 

9 dians; and 

10 “(2) based on paragraph (1), the measures (in- 

11 eluding |»atient education) each service unit should 

12 take to reduce the prevalence of, and prevent, treat, 

13 and control the complications resulting from, diabe- 

14 tes among Indian tribes within that service unit. 

15 “(b) Screening.— T he Secretary shall screen cadi 

16 Indian who receives services from the Service for diabetes 

17 and for conditions which indicate a high risk that the indi- 

18 vidual will become diabetic. Such screening may be done 

19 by an Indian tribe or tribal organization o|>erating health 

20 care programs or facilities with fbnds from the Service 

21 under the Indian Self-Determination and Education As- 

22 sistance Act. 

23 “(c) Continued Funding.— T he Secretary shall 

24 continue to fund, through fiscal year 2012, each effective 

25 model diabetes project in existence on the date of the en- 

26 actment of this Act and such other diabetes programs op- 
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1 erated by the Secretary or by Indian tribes and tribal or- 

2 ganizations and any additional programs added to meet 

3 existing diabetes needs. Indian tribes and tribal organiza- 

4 tions shall receive recurring finding for the diabetes pro- 

5 grams which they o|ierate pursuant to this section. Model 

6 diabetes projects shall consult, on a regular basis, with 

7 tribes and tribal organizations in their regions regarding 

8 diabetes needs and provide technical expertise as needed. 

9 “(d) Dialysis Programs.— T lie Secretary shall pro- 

10 vide funding through the Service, Indian tribes and tribal 

1 1 organizations to establish dialysis programs, including 

12 ftinds to purchase dialysis equipment and provide liec- 

13 essary staffing. 

14 “(e) Other Activities.— T he Secretary shall, to the 

15 extent funding is available — 

16 “(1) in each area office of the Service, consult 

17 with Indian tribes and tribal organizations regarding 

18 programs for the prevention, treatment, and control 

19 of diabetes; 

20 “(2) establish in each area office of the Service 

21 a registry of patients with diabetes to track the 

22 prevalence of diabetes and the complications from 

23 diabetes in that area; and 

24 “(3) ensure that data collected in each area of- 
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1 among Indiana is disseminated to tribes, tribal orga- 

2 nizations, and all other area offices. 

3 "SEC. 206. SHARED SERVICES. 

4 “(a) In General. — T he Secretary, acting through 

5 the Service and notwithstanding any other provision of 

6 law, is authorized to enter into funding agreements or 

7 other arrangements with Indian tribes or tribal organiza- 

8 tions for the delivery of long-term care and similar services 

9 to Indians. Such projects shall provide for the sharing of 

10 stafT or other services between a Service or tribal facility 

1 1 and a long-term care or other similar facility owned and 

12 operated (directly or through a funding agreement) by 

13 such Indian tribe or tribal organization. 

14 “(b) REQUIREMENTS.— A funding agreement or 

15 other arrangement entered into |Hintuant to subsection 

16 (a)— 

17 “(1) may, at the request of the Indian tribe or 

18 tribal organization, delegate to such tribe or tribal 

19 organization such powers of su)>ervision ami control 

20 over Service employees as the Secretary deems nec- 

21 essarv to carry out the purposes of this section; 

22 "(2) shall provide that expenses (including sala- 

23 lies) relating to services that are shared between the 

24 Service and the tribal facility be allocated pro)ror- 
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1 tionately between the Service and the tribe or tribal 

2 organization; and 

3 "(3) may authorize such tribe or tribal organi- 

4 zation to construct, renovate, or expand a long-term 

5 care or other similar facility (including the construc- 

6 tion of a facility attached to a Service facility). 

7 “(c) Technical Assistance.— The Secretary shall 

8 provide such technical and other assistance as may be nec- 

9 essary to enable applicants to comply with the provisions 

10 of this section. 

1 1 “(d) Use of Existing Facilities.—' T he Secretary 

12 shall encourage the use for long-term or similar care of 

13 existing facilities that are under-utilized or allow the use 

14 of swing beds for such purposes. 

15 -SEC. *0*. health services research. 

16 “(a) Fundino.— T he Secretary shall make fanding 

17 available for research to farther the |>erformance of tire 

18 health service responsibilities of the Service, Indian tribes, 

19 and tribal organizations and shall coordinate the activities 

20 of other Agencies within the Department to address these 

21 research needs. 

22 “(b) Allocation.— F unding under subsection (a) 

23 shall be allocated equitably among the area offices. Each 

24 area office shall award such funds competitively within 

25 that area. 

•a um is 



109 


108 

1 “(c) Eligibility for Funds.— I ndian tribes and 

2 tribal organizations receiving: funding from the Service 

3 under the authority of the Indian Self-Determination and 

4 Education Assistance Act shall be given an equal op|x>r- 

5 tunity to compete for, and receive, research funds under 

6 this section. 

7 “(d) Use. — F unds received under this section may 

8 be used for both clinical and non-elinical research by In- 

9 dian tribes and tribal organizations ami shall be distrib- 

10 uted to the area offices. Such area offices may make 

1 1 grants using such ftinds within each area. 

12 -SEC. »n. MAMMOGRAPHY AND OTHER CANCER SCREEN- 

13 ING. 

14 "The Secretary, through the Service or through In- 

15 dian tribes or tribal organizations, shall proride for the 

16 following screening: 

17 “(1) Mammography (as defined in section 

18 1861(jj) of the Social Security Act) for Indian 

19 women at a frequency appropriate to such women 

20 under national standards, and under such terms and 

21 conditions as are consistent with standards estab- 

22 lished by the Secretary to assure the safety and ac- 

23 curacy of screening mammography under part B of 

24 title XVIII of the Social Security Act. 
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1 “(2) Other cancer screening meeting national 

2 standards. 

3 "8EC. JOB. PATIENT TRAVEL COOT8. 

4 “The Secretary, acting through the Sen-ice, Indian 

5 tribes and tribal organizations shall provide funds for the 

6 following juitient travel costs, including appropriate and 

7 necessary qualified escorts, associated with receiving 

8 health care services provided (either through direct or eon- 

9 tract care or through finding agreements entered into 

10 pursuant to the Indian Self-Determination and Education 

1 1 Assistance Act) under this Act: 

12 “(1) Emergency air trans)iortatiou and non- 

13 emergency air trans|>ortation where ground trails- 

14 l>ortation is infeasible. 

15 “(2) Transportation by private vehicle, specially 

16 equipped vehicle and ambulance. 

17 “(3) Transportation by such other means as 

18 may be available ami required when air or motor ve- 

19 hide trans|>ortation is not available. 

20 “SEC. JO*. EPIDEMIOLOGY CENTERS. 

21 “(a) Establishment.— 

22 “(1) In general. — I n addition to those centers 

23 operating 1 day prior to the date of enactment of 

24 this Act, (including those centers for which funding 

25 is currently being provided through funding agrec- 

un is 
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1 ments under the Indian Self-Determination and 

2 Education Assistance Act), the Secretary shall, not 

3 later than 180 days after such date of enactment, 

4 establish and fund an epidemiolo&' center in each 

5 service area which does not have such a center to 

6 carry out the functions described in paragraph (2). 

7 Any centers established under the preceding sen- 

8 tence may be operated by Indian tribes or tribal or- 

9 gauizations pursuant to funding agreements under 

10 the Indian Self-Determination and Education Assist- 

11 ance Act, but funding under such agreements may 

12 not be divisible. 

13 "(2) Functions.— -I n consultation with and 

14 upon the request of Indian tribes, tribal organiza- 

13 tions and urban Indian organizations, each area epi- 

16 demiolofo* center established under this subsection 

17 shall, with respect to such area shall — 

18 “(A) collect data related to the health sta- 

19 tus objective described in section 3(b), and 

20 monitor the progress that the Service, Indian 

21 tribes, tribal organizations, and urban Indian 

22 organizations have made in meeting such health 

23 status objective; 
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"(B) evaluate existing delivery systems, 
data systems, and other systems that im|»act 
the improvement of Indian health; 

"(C) assist Indian tribes, tribal organiza- 
tions, and urban Indiau organizations in identi- 
fying their highest priority health status objec- 
tives and the services needed to achieve such 
objectives, based on epidemiological data; 

"(D) make recommendations for the tar- 
geting of services needed by tribal, urban, and 
other Indian communities; 

"(E) make recommendations to improve 
health care deliver}’ systems for Indjans and 
urban Indians; 

“(F) provide requested technical assistance 
to Indian Tribes and urban Indian organiza- 
tions in the development of local health service 
priorities and incidence and prevalence rates of 
disease and other illness in the community; and 

"(G) provide disease surveillance and assist 
Indian tribes, tribal organizations, and urban 
Indian organizations to promote public health. 
"(3) Technical assistance.—' The director of 
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the Centers for Disease Control and Prevention shall 
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1 provide technical assistance to the centers in carry- 

2 ing out the requirements of this subsection. 

3 “(b) Funding. — T he Secretary may make funding 

4 available to Indian tribes, tribal organizations, and eligible 

5 intertribal consortia or urban Indian organizations to con- 

6 duct epidemiological studies of Indian communities. 

7 “SEC. 310. COMPREHENSIVE SCHOOL HEALTH EDUCATION 

8 PROGRAMS. 

9 “(a) In General. — T lie Secretary, acting through 

10 the Service, shall proride funding to Indian tribes, tribal 

1 1 organizations, and urban Indian organizations to develop 

12 comprehensive school health education programs for chil- 

13 dren from preschool through grade 12 in schools for the 

14 benefit of Indian and urban Indian children. 

15 “(b) Use ok Funds.— F unds awarded under this 

16 section may be used to — 

17 "(1) develop and implement health education 

18 curricula both for regular school programs and after 

19 school programs; 

20 “(2) train teachers in comprehensive school 

21 health education curricula; 

22 “(3) integrate school -based, community-baaed, 

23 and other public and private health promotion ef- 

24 forts; 
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1 “(4) encourage healthy, tobacco- free school en- 

2 viroumeiits; 

3 “(5) coordinate school-based health programs 

4 with existing services and programs available in the 

5 community; 

6 “(6) develop school programs on nutrition edu- 

7 cation, personal health, oral health, and fitness; 

8 “(7) develop mental health wellness programs; 

9 “(8) develop chronic disease prevention pro- 

10 grams; 

11 “(9) develop substance abuse prevention pro- 

12 grams; 

13 “(10) develop injury prevention and safety edu- 

14 cation programs; 

15 “(11) develop activities for tire prevention and 

16 control of communicable diseases; 

17 “(12) develop community and environmental 

18 health education programs that include traditional 

19 health care practitioners; 

20 “(13) carry out violence prevention activities; 

21 and 

22 “(14) cany out activities relating to such other 

23 health issues as are appropriate. 

24 “(c) Technical Assistance.— T he Secretary shall, 

25 upon request, provide technical assistance to Indian tribes, 
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1 tribal organization and urban Indian organizations in the 

2 development of comprehensive health education plans, and 

3 the dissemination of comprehensive health education ma- 

4 terials and information on existing health programs and 

5 resources. 

6 “(d) Criteria.— T l»e Secretary, in consultation with 

7 Indian tribes tribal organizations, and urban Indian orga- 

8 nizations shall establish criteria for the review and ap- 

9 proval of applications for funding under this section. 

10 “(e) Comprehensive School Health Education 

1 1 Program. — 

12 “(1) Development.—' T he Secretary of the In- 

13 tenor, acting through the Bureau of Indian Affairs 

14 ami in coo|ieration with the Secretary ami affected 

15 Indian tribes ami tribal organizations, shall develop 

16 a comprehensive school health education program for 

17 children from preschool through grade 12 for use ill 

18 schools operated by the Bureau of Indian Affairs. 

19 “(2) Requirements.— T he program develo|>ed 

20 under paragraph (1) shall include — 

21 “(A) school programs on nutrition edu- 

22 cation, personal health, oral health, and fitness; 

23 “(B) mental health wellness programs; 

24 “(C) chronic disease prevention programs; 
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1 “(D) substance abuse prevention pro- 

2 grams; 

3 “(E) iiyury prevention and safety edu- 

4 cation programs; and 

5 “(F) activities for the prevention and eon- 

6 trol of communicable diseases. 

7 “(3) Training and coordination.— T he Sec- 

8 retary of the Interior shall — 

9 “(A) provide training to teachers in com- 

10 prehensive school health education curricula; 

11 “(B) ensure the integration and coordina- 

12 tion of school-based programs with existing 

13 services and health programs available in the 

14 community; and 

15 “(C) encourage healthy, tobacco-free school 

16 environments. 

17 -8EC.S11. INDIAN YOIHH PROGRAM. 

18 “(a) In General. — T he Secretary, acting through 

19 tiie Service, is authorized to provide finding to Indian 

20 tribes, tribal organizations, and urban Indian organiza- 

21 tions for inirovative mental and physical disease prevention 

22 and health promotion and treatment programs for Indian 

23 and urban Indian preadolescent and adolescent youths. 

24 “(b) Use of Funds.— 
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1 “(1) IN GENERAL. — Funds made available 

2 under this section may be used to — 

3 "(A) develop prevention and treatment 

4 programs for Indian youth which promote men- 

5 tal and physical health and incorporate cultural 

6 values, community and family involvement, and 

7 traditional health care practitioners; and 

8 “(B) develop and provide community train- 

9 ing and education. 

10 “(2) Limitation.— F unds made available 

1 1 under this section may not be used to provide serv- 

12 ices described in section 707(c). 

1 3 “(c) REQUIREMENTS. — The Secretary shall— 

14 “(1) disseminate to Indian tribes, tribal organi- 

15 zations, and urban Indian organizations information 

16 regarding models for the delivery of comprehensive 

17 health care services to Indian and urban Indian ado- 

18 lescents; 

19 “(2) encourage the implementation of such 

20 models; and 

21 “(3) at the request of an Indian tribe, tribal or- 

22 ganization, or urban Indian organization, provide 

23 technical assistance in the implementation of such 

24 models. 
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1 “(d) Criteria.—' T he Secretary, in consultation with 

2 Indian tribes, tribal organization, and urban Indian orga- 

3 nizations, shall establish criteria for the review and ap- 

4 proval of applications under this section. 

5 -SEC. 111. PREVENTION, CONTROL, AND ELIMINATION OP 

6 COMMUNICABLE AND INFECTIOUS DI8EASES. 

7 “(a) In General.— T ire Secretary, acting through 

8 the Service after consultation with Indian tribes, tribal or- 

9 ganizations, urban Indian organizations, and the Centers 

10 for Disease Control and Prevention, may make funding 

11 available to Indian tribes and tribal organizations for — 

12 “(1) projects for the prevention, control, and 

13 elimination of communicable and infectious diseases, 

14 including tuberculosis, hepatitis, IIIV, respiratory 

15 syncitial virus, hanta virus, sexually transmitted dis- 

16 eases, and H. Pylori; 

17 “(2) public information and education programs 

18 for the prevention, control, and elimination of com- 

19 municable and infectious diseases; and 

20 “(3) education, training, and clinical skills im- 

21 provement activities in the prevention, control, and 

22 elimination of communicable and infectious diseases 

23 for health professionals, including allied health pro- 

24 fessionals. 
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1 “(b) Requirement of Application. — T he See- 

2 retarv may provide funds under subsection (a) only if an 

3 application or proposal for such funds is submitted. 

4 “(c) Technical Assistance and Report. — I n car- 

5 rying out this section, the Secretary — 

6 “(1) may, at the request of an Indian tribe or 

7 tribal organization, provide technical assistance; and 

8 “(2) shall prepare and submit, biennially, a re- 

9 port to Congress on the use of funds under this sec- 

10 tion and on the progress made toward the preven- 

11 tion, control, and elimination of communicable and 

12 infectious diseases among Indians and urban Indi- 

13 ans. 

14 “SEC. 113. AUTHORITY FOR PROVISION OP OTHER 8ERV- 

15 ICES. 

16 "(a) In General.— T he Secretary, acting through 

17 the Service, Indian tribes, and tribal organizations, may 

18 provide finding under this Act to meet the objective set 

19 forth in section 3 through health care related services and 

20 programs not otherwise described in this Act. Such serv- 

21 ices and programs shall include services and programs re- 

22 lated to— 

23 “(1) hospice care and assisted living; 

24 “(2) long-term health care; 

25 “(3) home- and community-based services; 
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1 “(4) public health functions; and 

2 “(5) traditional health care practices. 

3 "(b) Availability of Services for Certain Indi- 

4 VIDUALS. — At the discretion of the Service, Indian tribe, 

5 or tribal organization, services hospice care, home health 

6 care (under section 201), home- and community-based 

7 care, assisted living, and long term care may be provided 

8 (on a cost basis) to individuals otherwise ineligible for the 

9 health care benefits of the Sen-ice. Any funds received 

10 under this subsection shall not be used to offset or limit 

1 1 the fiinding allocated to a tribe or tribal organization. 

12 "(c) Definitions.— I n this section: 

13 “(1) Home- and community-based serv- 

14 ICES. — The term ‘home- and community-based sen- 

15 ices' means 1 or more of the following: 

16 "(A) Homemaker/home health aide sen-- 

17 ices. 

18 "(B) Chore senices. 

19 "(C) Personal care senices. 

20 "(D) Nursing care senices provided out- 

21 side of a nursing facility by, or under the super- 

22 vision of, a registered nurse. 

23 "(E) Training for family members. 

24 "(F) Adult day care. 
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1 “(0) Such other home- and community- 

2 based services as the Secretary or a tribe or 

3 tribal organization may approve. 

4 “(2) H06P1CB CARE.— The term *hos|>ice care’ 

5 means the items and services specified in subpara- 

6 graphs (A) through (II) of section 1861(dd)(l) of 

7 the Social Security Act (42 U.S.C. 1395x(dd)(l)), 

8 and such other services which an Indian tribe or 

9 tribal organization determines are necessary and ap- 

10 propriate to provide in furtherance of such care. 

11 “(3) Public health functions.— T he term 

12 ‘public health functions’ means public health related 

13 programs, functions, and services including assess- 

14 ments, assurances, and policy development that In- 

15 dian tribes and tribal organizations are authorized 

16 and encouraged, in those circumstances where it 

17 meets their needs, to cany out by forming collabo- 

18 rative relationships with all levels of local, State, and 

19 Federal governments. 

20 “SEC. 114. INDIAN WOMEN'S HEALTH CARE. 

21 "The Secretary acting through the Service, Indian 

22 tribes, tribal organizations, and urban Indian organiza- 

23 tions shall provide ftinding to monitor and improve the 

24 quality of health care for Indian women of all ages 

25 through the planning and delivery of programs adminis- 

•8 UM 18 



122 


121 

1 tered by the Serv'ee, in order to improve and enhance the 

2 treatment models of care for Indian women. 

3 -8EC. 115. ENVIRONMENTAL AND NUCLEAR HEALTH HAZ- 

4 ARDS. 

5 “(a) Study and Monitoring Programs.— T he 

6 Secretary and the Service shall, in coigunction with other 

7 appropriate Federal agencies and in consultation with con- 

8 cenied Indian tribes and tribal organizations, conduct a 

9 study and carry out ongoing monitoring programs to de- 

10 termine the trends that exist in the health hazards posed 

1 1 to Indian miners and to Indians on or near Indian reserva- 

12 tions and in Italian communities as a result of environ- 

13 mental hazards that may result in chronic or life-threaten- 

14 ing health problems. Such hazards include nuclear re- 

15 source development, petroleum contamination, and con- 

16 tamination of the water source or of the food chain. Such 

17 study (atal any rejwrts with res|>ect to such study) shall 

18 include — 

19 ‘‘(1) an evaluation of the nature and extent of 

20 health problems caused by environmental hazards 

21 currently exhibited among Indians and the causes of 

22 such health problems; 

23 “(2) an analysis of the potential effect of ongo- 

24 ing and future environmental resource development 

25 on or near Indian reservations ami communities in- 
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1 eluding the cumulative effect of such development 

2 over time on health; 

3 “(3) an evaluation of the types and nature of 

4 activities, practices, and conditions causing or affect* 

5 ing such health problems including uranium mining 

6 and milling, uranium mine tailing de|>osits, nuclear 

7 power plant operation and construction, and nuclear 

8 waste dis|>osal, oil and gas production or traus|>or- 

9 tation on or near Indian reservations or commu- 

10 nities, and other development that could affect the 

11 health of Indians and their water supply and food 

12 chain; 

13 “(4) a summary of any findings or ret- 

14 ommendations provided in Federal and State stud- 

15 ies, reports, investigations, ami ins|>ections during 

16 the 5 years prior to the date of the enactment of 

17 this Act that directly or indirectly relate to the ac- 

18 tivitics, practices, and conditions affecting tlic health 

19 or safety of such Indians; and 

20 “(5) a description of the efforts that have been 

21 made by Federal and State agencies and resource 

22 and economic development companies to effectively 

23 cam- out an education program for such Indians re- 

24 garding the health and safety hazards of such devel- 

25 opment. 
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1 “(b) Development of Health Care Plans. — 

2 Upon the completion of the study under subsection (a), 

3 the Secretary and the Service shall take into account the 

4 results of such study and, in consultation with Indian 

5 tribes and tribal organizations, develop a health care plan 

6 to address the health problems that were the subject of 

7 such study. The plans shall include — 

8 “( 1 ) methods for diagnosing and treating Indi- 

9 ans currently exhibiting such health problems; 

10 “(2) preventive care ami testing for Indians 

1 1 who may be exposed to such health hazards, includ- 

12 ing the monitoring of tlie health of individuals who 

13 have or may have been ex|>osed to excessive amounts 

14 of radiation, or affected by other activities that have 

15 had or could have a serious im|>act u|K>n the health 

16 of such individuals; and 

17 “(3) a program of education for Indians who, 

18 by reason of their work or geogra|>hic proximity to 

19 such nuclear or other development activities, may ex- 

20 perience health problems. 

2 1 “(c) Submission to Congress.— 

22 “(1) General report.— Not later than 18 

23 months after the date of enactment of this Act, the 

24 Secretary and tlie Service shall submit to Congress 
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! a report concerning the study conducted under sub- 

2 section (a). 

3 “(2) Health care plan report.— N ot later 

4 than 1 year after the date on which the rejrort under 

5 (wragraph (1) is submit ted to Congress, the Sec- 

6 retarv and the Service shall submit to Congress the 

7 health care plan prejrared under subsection (b). 

8 Such plan shall include recommended activities for 

9 the incrementation of tin* plan, as well as an evalua- 

10 tion of any activities previously undertaken by the 

1 1 Service to address the health problems involved. 

12 “(d) Task Force.— 

13 “(1) Established. — T here is hereby estab- 

14 lished an Intergovernmental Task Force (referred to 

15 in this section as the ‘task force’) that shall be corn- 

16 posed of the following individuals (or their des- 

17 ignccs): 

18 “(A) The Secretary of Energy. 

19 “(B) The Administrator of the Environ- 

20 mental Protection Agency. 

21 “(C) The Director of the Bureau of Mines. 

22 “(D) The Assistant Secretary for Oceupa- 

23 tional Safety ami Health. 

24 "(E) The Secretary of tire Interior. 
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1 “(2) Duties.— The Task Force shall identify 

2 existing and potential o|>erations related to nuclear 

3 resource development or other environmental haz- 

4 ards that affect or may affect the health of Indians 

5 on or near an Indian reservation or in an Indian 

6 community, ami enter into activities to correct exist- 

7 ing health hazards and ensure that current and fa- 

8 ture health problems resulting from nuclear resource 

9 or other development activities are minimized or re- 

10 duced. 

11 “(3) Administrative provisions.— T he Sec- 

12 retary shall serve as the chairperson of the Task 

13 Force. The Task Force shall meet at least twice 

14 each year. Each member of the Task Force shall 

15 famish necessary assistance to the Task Force. 

16 “(e) Provision of Appropriate Medical Care.— 

1 7 In the case of any Indian who— 

18 “(1) as a result of employment in or near a 

19 uranium mine or mill or near any other environ- 

20 mental hazard, suffers from a work related illness or 

21 condition; 

22 “(2) is eligible to receive diagnosis and treat- 

23 ment services from a Service facility; and 

24 “(3) by reason of such Indian’s employment, is 

25 entitled to medical care at the expense of such mine 
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1 or mill operator or entity responsible for the environ- 

2 mental hazard; 

3 the Service shall, at the request of such Indian, render 

4 appropriate medical care to such Indian for such illness 

5 or condition and may recover the costs of any medical care 

6 so rendered to which such Indian is entitled at the c.\|>cnsc 

7 of such o|ierator or entity from such o|>erator or entity. 

8 Nothing in this subsection shall affect the rights of such 

9 Indian to recover damages other than such costs paid to 

10 the Service from the employer for such illness or condition. 

1 1 "SEC. 216. ARIZONA AS A CONTRACT HEALTH SERVICE DE- 

12 LIVERY AREA. 

13 “(a) In General.— F or fiscal years beginning with 

14 the fiscal year ending September 30, 1983, and ending 

15 with the fiscal year ending September 30, 2012, the State 

16 of Arizona shall be designated as a contract health service 

17 delivery area by the Service for the purpose of providing 

18 contract health care services to members of federally rec- 

19 ognized Indian Tribes of Arizona. 

20 “(b) Limitation. — T he Service shall not curtail any 

21 health care services provided to Indians residing on Fed- 

22 eral reservations in the State of Arizona if such curtail- 

23 ment is due to the provision of contract services in such 

24 State pursuant to the designation of such State as a con- 



1 tract health service delivery area pursuant to subsection 

2 (a). 

3 "SEC. 117. CALIFORNIA CONTRACT HEALTH 8ERV1CE8 DEM- 

4 ONSTRATIO.N PROGRAM. 

5 “(a) In General.— T he Secretary may ftmd a pro- 

6 pam that utilizes the California Rural Indian Health 

7 Board as a contract care intermediaiy to improve the ac- 

8 cessibility of health services to California Indians. 

9 “(b) Reimbursement of Board.— 

10 “(1) Aoreement.— T he Secretary shall enter 

1 1 into an agreement with the California Rural Indian 

12 Health Board to reimburse the Board for costs (in- 

13 eluding reasonable administrative costs) incurred 

14 pursuant to this section in providing medical treat- 

15 ment under contract to California Indians described 

16 in section 809(b) throughout the California contract 

17 health services delivery area described in section 218 

18 with respect to high-cost contract care cases. 

19 “(2) Administration.— N ot more than 5 per- 

20 cent of the amounts provided to the Board under 

21 this section for any fiscal war may be used for reim- 

22 bursement for administrative expenses incurred by 

23 the Board during such fiscal war. 

24 “(3) Limitation. — N o payment may be made 

25 for treatment provided under this section to the ex- 



1 tent that payment may be made for such treatment 

2 under the Catastrophic Health Emergency Fund de- 

3 scribed in section 202 or from amounts appropriated 

4 or otherwise made available to the California con- 

5 tract health service delivery’ area for a fiscal year. 

6 “(c) ADVISORY board.— T here is hereby established 

7 an advisory board that shall advise the California Rural 

8 Indian Health Board in carrying out this section. The ad- 

9 visory board shall be composed of representative!, selected 

10 by the California Rural Indian Health Board, from not 

1 1 less than 8 tribal health programs serving California Indi- 

12 ans covered under this section, at least 50 jiercent of 

13 whom are not affiliated with the California Rural Indian 

14 Health Board. 

15 "SEC. 118. CALIFORNIA AS A CONTRACT HEALTH SERVICE 

16 DELIVERY AREA. 

17 “The State of California, excluding the counties of 

18 Alameda, Contra Costa, Los Angeles, Marin, Orange, Sac- 

19 ramento, San Francisco, San Mateo, Santa Clara, Kern, 

20 Merced, Monterey, Napa, San Benito, San Joaquin, San 

21 Luis Obispo, Santa Cruz, Solano, Stanislaus, and Ventura 

22 shall be designated as a contract health service delivery’ 

23 area by the Service for the purpose of providing contract 

24 health services to Indians in such State, except that any 

25 of the counties described in this section may be included 
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1 in the contract health services delivery area if folding is 

2 specifically provided by the Service for such services in 

3 those counties. 

4 "SEC. 119. COP/TRACT HEALTH SERVICE8 FOR THE TREN- 

5 TON SERVICE AREA. 

6 “(a) In General.— T he Secretary, acting through 

7 the Service, shall provide contract health services to mem- 

8 bers of the Turtle Mountain Band of Chippewa Indians 

9 that reside in the Trenton Service Area of Divide, 

10 McKenzie, and Williams counties in the State of North 

1 1 Dakota and the adjoining counties of Richland, Roosevelt, 

12 and Sheridan in the State of Montana. 

13 “(b) Rule of Construction.— N othing in this see- 

14 tion shall be construed as extending the eligibility of mem- 

15 bers of the Turtle Mountain Band of Chippcw'a Indians 

16 for health services provided by tlie Service beyond the 

17 aoope of eligibility for such health services that applied on 

18 May 1,1986. 

19 "8EC. HO. PROGRAMS OPERATED BY INDIAN TRIBES AND 

20 TRIBAL ORGANIZATIONS. 

21 “The Service shall provide funds for health care pro- 

22 grams and facilities operated by Indian tribes and tribal 

23 organizations under funding agreements with the Service 

24 entered into under the Indian Self-Determination and 

25 Education Assistance Act on the same basis as such funds 
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1 are provided to programs and facilities operated directly 

2 by the Service. 

3 "SEC. atl. LICENSING. 

4 "Health care professionals employed by Indian Tribes 

5 and tribal organizations to earn* out agreements under the 

6 Indian Self-Determination and Education Assistance Act, 

7 shall, if licensed in any State, be exempt from the licensing 

8 requirements of the State in which the agreement is |>er- 

9 formed. 

10 "SEC. ra. AUTHORIZATION FOR EMERGENCY CONTRACT 

1 1 HEALTH SERVICES. 

12 “With respect to an elderly Indian or an Indian with 

13 a disability receiving emergency- medical care or services 

14 from a non-Service provider or in a non-Service facility 

15 under the authority of this Act, the time limitation (as 

16 a condition of payment) for notifying the Service of such 

17 treatment or admission shall be 30 days. 

18 "SEC. US. PROMPT ACTION ON PAYMENT OF CLAIMS. 

19 "(a) Requirement.— T he Service shall respond to 

20 a notification of a claim by a provider of a contract care 

21 service with either an individual purchase order or a denial 

22 of the claim within 5 working days after the receipt of 

23 such notification. 

24 “(b) Failure To Respond.— I f the Service fails to 

25 respond to a notification of a claim in accordance with 
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1 subsection (a), the Service shall accept as valid the claim 

2 submitted by the provider of a contract care service. 

3 “(c) Payment. — T he Service shall pay a valid con- 

4 tract care service claim within 30 days after the comple- 

5 tion of the claim. 

6 "8EC. 2*4. LIABILITY FOR PAYMENT. 

7 “(a) No Liability. — A patient who receives contract 

8 health care services that are authorized by the Service 

9 shall not be liable for the payment of any charges or costs 

10 associated with the provision of such services. 

11 “(b) Notification.— T he Secretary shall notify a 

12 contract care provider and any |>atient who receives con- 

13 tract health care services authorized by the Sepice that 

14 such patient is not liable for the iwvment of any charges 

15 or costs associated with the provision of such services. 

16 “(c) Limitation. — F ollowing receipt of the notice 

17 provided under subsection (b), or, if a claim has been 

18 deemed accepted under section 223(b), the provider shall 

19 have no further recourse against the |>atient who received 

20 the services involved. 

2 1 "SEC. 226. AUTHORIZATION OF APPROPRIATIONS. 

22 "There are authorized to be appropriated such sums 

23 as may be necessary for each fiscal year through fiscal 

24 year 2012 to carry out this title. 
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1 “TITLE III— FACILITIES 

2 “SEC. SOI. CONSULTATION. CONSTRUCTION AND RENOVA- 

3 TION OP FACILITIES; REPORTS. 

4 “(a) Consultation. — P rior to the expenditure of. or 

5 the making of any firm commitment to expend, any funds 

6 appropriated for the planning, design, construction, or 

7 renovation of facilities pursuant to the Act of November 

8 2, 1921 (25 U.S.C. 13) (commonly known as the Snyder 

9 Act), the Seeretaiy, acting through the Service, shall — 

10 “(1) consult with any Indian tribe that would 

1 1 be significantly affected by such e.\|>enditure for the 

12 puri>ose of determining and, whenever practicable, 

13 honoring tribal preferences concerning size, location, 

14 type, and other characteristics of any facility on 

15 which such ex|>enditure is to be made; and 

16 "(2) ensure, whenever practicable, that such fa- 

17 cility meets the const ruct ion standards of any na- 

18 tionally recognized accrediting body by not later 

19 than 1 year after the date on which the construction 

20 or renovation of such facility is completed. 

21 “(b) Ci/OSURE of Facilities.— 

22 “(1) In general. — N otwithstanding any provi- 

23 sion of law other than this subsection, no Service 

24 hospital or outpatient health care facility or any in- 

25 patient service or special care facility o]>erated by 



134 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
21 
22 

23 

24 


133 

the Service, may be closed if tlie Secretary lias not 
submitted to the Congress at least 1 year prior to 
the date such pro|>oscd closure an evaluation of the 
impact of such projiosed closure which sjiecifies, in 
addition to other considerations — 

"(A) the accessibility of alternative health 
care resources for the |iopulatiou served by such 
liospital or facility; 

“(B) the cost effectiveness of such closure; 

"(C) the quality of health care to be pro- 
vided to tlie imputation served bv such hospital 
or facility after such closure; 

"(D) the availability of contract health 
care funds to maintain existing levels of service; 

"(E) the views of tlie Indian tribes served 
by such hospital or facility concerning such clo- 
sure; 

"(F) the level of utilization of such hos- 
pital or facility by all eligible Indians; and 

“(G) the distance between such hospital or 
facility ami tlie nearest operating Service hos- 
pital. 

“(2) Temporary closure.— P aragraph (1) 
shall not apply to any tem|>orary closure of a facility 
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1 or of any portion of a facility if such closure is nec- 

2 essary for medical, environmental, or safety reasons. 

3 “(c) Priority System. — 

4 “(1) Establishment. — The Secretary shall es- 

5 tablish a health care facility priority system, that 

6 shall— 

7 “(A) be developed with Indian tribes and 

8 tribal organizations through negotiated rule- 

9 making under section 802; 

10 **(B) give the needs of Indian tribes’ the 

1 1 highest priority; and 

12 “(C) at a minimum, include the lists re- 

13 quired in paragraph (2)(B) and the methodol- 

14 ofo* required in paragraph (2)(E); 

15 except that the priority of any project established 

16 under the construction priority system in effect on 

17 the date of this Act shall not be affected by any 

18 change in the construction priority system taking 

19 place thereafter if the project was identified as one 

20 of the top 10 priority inpatient projects or one of the 

21 top 10 outpatient projects in the Indian Health 

22 Service budget justification for fiscal year 2000, or 

23 if the project had completed both Phase I and Phase 

24 II of the construction priority system in effect on 

25 the date of this Act. 
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“(2) REPORT. — The Secretary shall submit to 
the President, for inclusion in each report required 
to be transmitted to the Congress under section 801, 
a report that includes — 

“(A) a description of the health care facil- 
ity priority system of the Service, as established 
under paragraph (1); 

“(B) health care facility lists, including — 
“(i) the total health care facility plan- 
ning, design, constniction ami renovation 
needs for Indians; 

“(ii) the 10 top-priority in|>atient care 
facilities; 

“(iii) the 10 top-priority outpatient 
care facilities; 

“(iv) the 10 top-priority specialized 
care facilities (such as long-term care and 
alcohol and drug abuse treatment); and 
“(v) any staff quarters associated 
with such prioritized facilities; 

“(Q the justification for the order of pri- 
ority among facilities; 

“(D) the projected cost of the projects in- 


24 


volved; and 
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1 “(E) the methodology adopted by the Serv- 

2 ice in establishing priorities under its health 

3 care facility priority system. 

4 “(3) Consultation. — I n preparing each re|>ort 

5 required under paragraph (2) (other than the initial 

6 report) the Secretary shall annually — 

7 "(A) consult with, and obtain information 

8 on all health care facilities needs from, Indian 

9 tribes and tribal organizations including those 

10 tribes or tribal organizations operating health 

1 1 programs or facilities under any fowling agree- 

12 ment entered into with the Service under the 

13 Indian Self-Determination and Education As- 

14 sistance Act; awl 

15 “(B) review the total unmet needs of all 

16 tribes and tribal organizations for health care 

17 facilities (including staff quarters), including 

18 needs for renovation and expansion of existing 

19 facilities. 

20 “(4) Criteria.— F or puqioHes of this sub- 

21 section, the Secretary shall, in evaluating the needs 

22 of facilities operated under any fowling agreement 

23 entered into with the Service under the Indian Self- 

24 Determination and Education Assistance Act, use 

25 the same criteria that the Secretary uses in cvaluat- 
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1 iiig the needs of facilities operated directly by the 

2 Service. 

3 “(5) Equitable integration.— The Secretary 

4 shall ensure that the planning, design, construction, 

5 and renovation needs of Service and non-Service fa- 

6 cilities, operated under ftniding agreements in ac- 

7 cordance with the Indian Self-Determination and 

8 Education Assistance Act are ftilly and equitably in- 

9 tegrated into the health care facility priority system. 

10 “(d) Remew of Need tor Facilities.— 

11 “(1) Report.— Beginning in 2001, the Sec- 

12 retaiy shall annually submit to the President, for in- 

13 elusion in the report required to be transmitted to 

14 Congress under section 801 of this Act, a re|*>rt 

15 which sets forth the needs of the Service and all In- 

16 dian tribes and tribal organizations, including urban 

17 Indian organizations, for inpatient, outpatient and 

18 specialized care facilities, including the needs for 

19 renovation and expansion of existing facilities . 

20 “(2) Consultation.— I n preparing each report 

21 required under paragraph (1) (other than the initial 

22 report), the Secretary shall consult with Indian 

23 tribes and tribal organizations including those tribes 

24 or tribal organizations operating health programs or 

25 facilities under any funding agreement entered into 
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1 with the Service under the Indian Self-Determina- 

2 tion and Education Assistance Act, and with urban 

3 Indian organizations. 

4 “(3) Criteria.— F or purposes of this sub- 

5 section, the Secretary shall, in evaluating the needs 

6 of facilities operated under any finding agreement 

7 entered into with the Service under the Indian Self- 

8 Determination and Education Assistance Act, use 

9 the same criteria that the Secretary uses in evaluat- 

10 ing the needs of facilities operated directly by the 

1 1 Service. 

12 “(4) Equitable integration.—' T he Secretary 

13 shall ensure that the planning, design, construction, 

14 and renovation needs of facilities operated under 

15 finding agreements, in accordance with the Indian 

16 Self-Determination and Education Assistance Act, 

17 are fhlly and equitably integrated into the develop- 

1 8 ment of the health facility priority system.- 

19 “(5) Annual nominations.— E ach year the 

20 Secretary shall provide an opportunity for tire nomi- 

21 nation of planning, design, and construction projects 

22 by the Service and all Indian tribes and tribal orga- 

23 nizations for consideration under the health care fa- 

24 cility priority* system. 
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1 “(e) Inclusion of Certain Programs.— A ll funds 

2 appropriated under the Act of November 2, 1921 (25 

3 U.S.C. 13), for the planning, design, construction, or ren- 

4 ovation of health facilities for the benefit of an Indian 

5 tribe or tribes shall be subject to the provisions of section 

6 102 of the Indian Self-Determination and Education As- 

7 sistanceAct. 

8 “(f) Innovative Approaches.—' T he Secretary shall 

9 consult and coo|>erate with Indian tribes, tribal organiza- 

10 tions and urban Indian organizations in developing iuno- 

1 1 vative approaches to address all or |»art of the total unmet 

12 need for construction of health facilities, including those 

13 provided for in other sections of this title and other ap- 

1 4 proaches. 

15 "SEC. SO*. SAFE WATER AND SANITARY WASTE DISPOSAL 

16 FACILITIES. 

17 “(a) Findings.— C ongress finds and declares that— 

18 “(1) the provision of safe water supply facilities 

19 and sanitaiy sewage and solid waste dis|>osal facili- 

20 ties is primarily a health consideration and function; 

21 “(2) Indian people suffer an inordinately high 

22 incidence of disease, injury, ami illness directly at- 

23 tributable to the absence or inadequacy of such fa- 

24 cilities; 
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1 “(3) the long-term cost to the United States of 

2 treating and curing such disease, injury, and illness 

3 is substantially greater than the short-term cost of 

4 providing such facilities and other preventive health 

5 measures; 

6 “(4) many Indian homes and communities still 

7 lack safe water supply facilities and sanitary' sewage 

8 and solid waste disposal facilities; and 

9 “(5) it is in the interest of the United States, 

10 and it is the policy of the United States, that all In- 

1 1 dian communities and Indian homes, new and cxist- 

12 ing, be provided with safe and adequate water sup- 

13 ply facilities and sanitary sewage waste disposal fa- 

14 cilities as soon as possible. 

1 5 “(b) Provision of Facilities and Services.— 

16 “(1) In GENERAL.— In furtherance of the find- 

17 mgs and declarations made in subsection (a), Con- 

18 gress reaffirms the primary responsibility and au- 

19 thority of the Sen-ice to provide the necessary sani- 

20 tation facilities and senices as provided in section 7 

21 of the Act of August 5, 1954 (42 U.8.C. 2004a). 

22 “(2) Assistance.— T he Secretary, acting 

23 through the Senice, is authorized to provide under 

24 section 7 of the Act of August 5, 1954 (42 U.S.C. 

25 2004a)— 
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“(A) financial and technical assistance to 
Indian tribes, tribal organizations and Indian 
communities in the establishment, training, and 
equipping of utility organizations to operate 
and maintain Indian sanitation facilities, in- 
cluding the provision of existing plans, standard 
details, and specifications available in the De- 
partment, to be used at the option of the tribe 
or tribal organization; 

“(B) ongoing technical assistance and 
training in the management of utility organiza- 
tions which operate ami maintain sanitation fa- 
cilities; and 

“(C) priority funding for the operation, 
and maintenance assistance for, and emergency 
repairs to, tribal sanitation facilities when nec- 
essary to avoid an imminent health threat or to 
protect the investment in sanitation facilities 
and the investment in the health benefits 
gained through the provision of sanitation fa- 
cilities. 

“(3) Provisions relating to funding.— 
Notwithstanding any other provision of law — 

“(A) the Secretary of Housing and Urban 
Development is authorized to transfer funds ap- 
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propriated under the Native American Housing 
Assistance and Self-Determination Act of 1996 
to the Secretary of Health and Human Serv- 


“(B) the Secretary of Health and Human 
Services is authorized to accept and use such 
funds for the purpose of proriding sanitation 
facilities and services for Indians under section 
7 of the Act of August 5, 1954 (42 U.S.C. 
2004a); 

“(C) unless sjrecifieally authorized when 
hinds are appropriated, the Secretary of Health 
and Human Services shall not use funds appro- 
priated under section 7 of the Act of August 5, 
1954 (42 U.S.C. 2004a) to provide sanitation 
facilities to new homes constructed using funds 
provided by the Department of Housing and 
Uri>an Development; 

“(D) the Secretary of Health and Human 
Services is authorized to accept all Federal 
hinds that are available for the purpose of pro- 
viding sanitation facilities and related services 
and place those funds into funding agreements, 
authorized under the Indian Self-Determination 
and Education Assistance Act, between the Sec- 
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retary and Indian tribes and tribal organiza- 
tions; 

“(E) the Secretary may permit funds ap- 
propriated under the authority of section 4 of 
the Act of August 5, 1954 (42 U.S.C. 2004) to 
be used to fund up to 100 percent of the 
amount of a tribe's loan obtained under any 
Federal program for new projects to construct 
eligible sanitation facilities to serve Indian 
liomes; 

"(F) tire Secretary may |>ermit funds a|>- 
propriated under the authority of section 4 of 
the Act of August 5, 1954 (42 U.S.C. 2004) to 
be used to meet matching or cost |>articipation 
requirements under other Federal and non-Fed- 
eral programs for new projects to construct eli- 
gible sanitation facilities; 

“(0) all Federal agencies are authorized to 
transfer to tire Secretary funds identified, 
granted, loaned or a|>propriated and thereafter 
the Detriment's applicable |K>licies, rules, reg- 
ulations shall ap|rlv in the implementation of 
such projects; 

“(H) tire Secretary of Health and Human 
Services shall enter into inter-agency agree- 
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1 ments with the Bureau of Indian Affairs, the 

2 Department of Housing and Urban Develop- 

3 ment, the Department of Agriculture, the Envi- 

4 ronmental Protection Agency and other appro- 

5 priate Federal agencies, for the pun>ose of pro- 

6 viding financial assistance for safe water supply 

7 and sanitary sewage dis|»osal facilities under 

8 this Act; and 

9 “(I) the Secretary of Health and Human 

10 Services shall, by regulation develo|>ed through 

1 1 rulemaking under section 802, establish stand- 

12 ards applicable to the planning, design and con- 

13 struction of water supply and sanitary sewage 

14 and solid waste disposal facilities funded under 

15 this Act. 

16 “(c) 10 -Year Funding Plan. — T he Secretary, act- 

17 ing through the Service and in consultation with Indian 

18 tribes and tribal organizations, shall develop and imple- 

19 ment a 10-year funding plan to provide safe water supply 

20 and sanitary' sewage and solid waste dis|M>sal facilities 

21 serving existing Indian homes and communities, and to 

22 new and renovated Indian homes. 

23 “(d) Capability of Tribe or Community.— T he 

24 financial and technical capability of an Indian tribe or 

25 community to safely operate and maintain a sanitation fa- 
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1 cility shall not be a prerequisite to the provision or con- 

2 stmction of sanitation facilities by the Secretary. 

3 “(e) Financial Assistance.— The Secretary may 

4 provide financial assistance to Indian tribes, tribal organi- 

5 zations and communities for the operation, management, 

6 and maintenance of their sanitation facilities. 

7 “(0 Responsibiijty for Fees for Operation 

8 AND Maintenance. — The Indian family, community or 

9 tribe involved shall haw the primary responsibility to es- 

10 tablish, collect, and use reasonable user fees, or otherwise 

1 1 set aside funding, for the |>urpose of operating and main- 

12 taiuing sanitation facilities. If a community facility is 

13 threatened with imminent failure and there is a lack of 

14 tribal capacity to maintain the integrity or the health ben- 

15 efit of the facility, the Secretary may assist the Tribe in 

16 the resolution of the problem on a short term basis 

17 through cooperation with the emergency coordinator or by 

1 8 providing operation ami maintenance service. 

19 “(g) Eligibility of Certain Tribes or Organi- 

20 ZATIONS. — Programs administered by Indian tribes or 

21 tribal organizations under the authority of the Indian Self- 

22 Determination and Education Assistance Act shall be eli- 

23 giblefor — 

24 “(1) any funds appropriated pursuant to this 

25 section; and 
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1 “(2) any funds appropriated for the purpose of 

2 providing water supply, sewage disposal, or solid 

3 waste facilities; 

4 on an equal basis with programs that are administered 

5 directly by the Service. 

6 “(h) Report.— 

7 “(1) In general.— The Secretary shall submit 

8 to the President, for inclusion in each re|>ort re- 

9 quired to be transmitted to the Congress under sec- 

10 lion 801, a report which sets forth— 

11 “(A) the current Indian sanitation facility 

12 priority system of the Service; 

13 “(B) the methodology for determining 

14 sanitation deficiencies; 

15 "(C) the level of initial and final sanitation 

16 deficiency for each ty|ie sanitation facility for 

17 each project of each Indian tribe or community; 

18 and 

19 “(D) the amount of finals necessary to re- 

20 duce the identified sanitation deficiency levels of 

21 all Indian tribes and communities to a level I 

22 sanitation deficiency as described in |>aragraph 

23 (4)(A). 

24 “(2) Consultation.— I n pre|»ariitg each rejiort 

25 required under |>aragra|>h (1), the Secretary shall 
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1 consult with Indian tribes and tribal organizations 

2 (including those tribes or tribal organizations operat- 

3 ing health care programs or facilities under any 

4 ftinding agreements entered into with the Service 

5 under the Indian Self-Determination and Education 

6 Assistance Act) to determine the sanitation needs of 

7 each tribe and in developing the criteria on which 

8 the needs will be evaluated through a process of ne- 

9 gotiated rulemaking. 

10 “(3) Methodology.— T he methodology used 

1 1 by the Secretary in determining, preparing cost csti- 

12 mates for and reporting sanitation deficiencies for 

13 pur|>oses of paragraph (1) shall be applied uniformly 

14 to all Indian tribes and communities. 

15 “(4) Sanitation deficiency levels.— F or 

16 purposes of this subsection, the sanitation deficiency 

17 levels for an individual or community sanitation fa- 

18 cility serving Indian homes are as follows: 

19 “(A) A level I deficiency is a sanitation fa- 

20 cility serving and individual or community — 

21 “(i) which complies with all applicable 

22 water supply, pollution control and solid 

23 waste dis)M>sal laws; and 
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“(ii) in which the deficiencies relate to 
routine replacement, repair, or mainte- 
nance needs. 

“(B) A level II deficiency is a sanitation 
facility serving and individual or community — 
“(i). which substantially or recently 
complied with all applicable water supply, 
pollution control and solid waste laws, in 
which the deficiencies relate to small or 
minor capital improvements needed to 
bring the facility back into compliance; 

“(ii) in which the deficiencies relate to 
capital improvements that are necessary to 
enlarge or improve the facilities in order to 
meet the current needs for domestic sani- 
tation facilities; or 

"(iii) in which the deficiencies relate 
to the lack of equipment or training by an 
Indian Tribe or community to properly op- 
erate and maintain the sanitation facilities. 
“(C) A level III deficiency is an individual 
or community facility with water or sewer serv- 
ice in the home, pi|ied services or a haul system 
with holding tanks and interior plumbing, or 
where m^jor significant interruptions to water 
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1 supply or sewage disposal occur frequently, re- 

2 quiring nugor capital improvements to correct 

3 the deficiencies. There is no access to or no ap- 

4 proved or permit ted solid waste facility avail- 

5 able. 

6 “(D) A level IV deficiency is an individual 

7 or community facility where there are no pi|>ed 

8 water or sewer facilities in the home or the fa- 

9 cility has become inoperable due to migor com- 

10 ponent failure or where only a washeteria or 

1 1 central facility exists. 

12 “(E) A level V’ deficiency is the absence of 

13 a sanitation facility, where individual homes do 

14 not haw access to safe drinking water or ade- 

15 quate wastewater disposal. 

16 “(i) Definitions. — I n this section: 

17 “(1) FACILITY.— -The terms ‘facility’ or ‘facili- 

18 ties' shall haw the same meaning as the terms ‘sys- 

19 tern’ or ‘systems’ unless the context requires other- 

20 wise. 

21 “(2) Indian comm unity.—' T he term ‘Indian 

22 community’ means a geographic area, a significant 

23 proportion of whose inliabitants are Indians and 

24 which is served bv or ca|>able of being served by a 

25 facility described in this section. 
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1 -8EC. 303. PREFERENCE TO INDIANS AND INDIAN FIRM& 

2 “(a) IN General.— T he Secretary, acting; through 

3 the Service, may utilize the negotiating authority of the 

4 Act of June 25, 1910 (25 U.S.C. 47), to give preference 

5 to any Indian or any enterprise, partnership, cor]>oration, 

6 or other type of business organization owned and con- 

7 trolled by an Indian or Indians including former or cur- 

8 rently federally recognized Indian tribes in the State of 

9 New York (hereinafter referred to as an ‘Indian firm’) in 

10 the construction and renovation of Service facilities pursu- 

1 1 ant to section 301 and in the construction of safe water 

12 and sanitary waste disposal facilities pursuant to section 

13 302. Such preference may be accorded by the Secretary 

14 unless the Secretary finds, pursuant to rules and regula- 

15 lions promulgated by the Secretary, that the project or 

16 function to be contracted for will not be satisfactory or 

17 such project or function cannot be properly completed or 

18 maintained under the proposed contract. The Secretary, 

19 in arriving at such finding, shall consider whether the In- 

20 dian or Indian firm will be deficient with res|»ect to — 

21 “(1) ownership and control by Indians; 

22 “(2) equipment; 

23 “(3) bookkeeping and accounting procedures; 

24 “(4) substantive knowledge of the project or 

25 
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function to be contracted for; 

“(5) adequately trained personnel; or 
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1 “(6) other necessary components of contract 

2 performance. 

3 “(b) Exemption From Davis-Bacon.— F or the 

4 purpose of implementing the provisions of this title, con- 

5 struction or renovation of facilities constructed or ren- 

6 ovated in whole or in part by funds made available pursu- 

7 ant to this title are exempt from the Act of March 3, 1931 

8 (40 U.S.C. 276a — 276a-5, known as the Davis-Bacon 

9 Act). For all health facilities, staff quarters and sanitation 

10 facilities, construction and renovation subcontractors shall 

1 1 be paid wages at rates that are not less than the prevailing 

12 wage rates for similar construction in the locality involved, 

13 as determined by the Indian tribe. Tribes, or tribal organ!- 

1 4 cations served by such facilities. 

15 "SEC. 804. 80 BORA SANITATION FACILITIES. 

16 “Nothing in the Act of December 17, 1970 (84 Stat. 

17 1465) shall be construed to preclude the Soboba Band of 

18 Mission Indians and the Soboba Indian Reservation from 

19 being provided with sanitation facilities and services under 

20 the authority of section 7 of the Act of August 5, 1954 

21 (68 Stat 674), as amended by the Act of July 31, 1959 

22 (73 Stat. 267). 

23 “SEC. 306. EXPENDITURE OF NONSERVICE FUNDS FOR REN 

24 OVATION. 

25 “(a) Permissibility.— 
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1 * “(1) In general. — N otwithstanding: any other 

2 provision of law, the Secretary is authorized to ac- 

3 cept any m^jor expansion, renovation or modemiza- 

4 tion by any Indian tribe of any Service facility, or 

5 of any other Indian health facility operated pursuant 

6 to a funding agreement entered into under the In- 

7 dian Self-Determination and Education Assistance 

8 Act, including — 

9 "(A) any plana or designs for such cxpan- 

10 sion, renovation or modernization; and 

11 “(B) any expansion, renovation or mod- 

12 emization for which hinds appropriated under 

13 any Federal law were lawfully ex|>endcd; 

14 but only if the requirements of subsection (b) are 

15 met. 

16 “(2) Priority LIST.— The Secretary shall 

17 maintain a sc|»arate priority list to address tlie need 

18 for increased operating expenses, |>crsonncl or equip- 

19 ment for such facilities described in |>aragraph (1). 

20 The methodology for establishing priorities shall be 

21 developed by negotiated rulemaking under section 

22 802. The list of priority facilities will be revised an- 

23 nually in consultation with Indian tribes and tribal 

24 organizations. 
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1 “(3) Report.— T he Secretaiy shall submit to 

2 the President, for inclusion in each re|>ort required 

3 to be transmitted to the Congress under section 801, 

4 the priority list maintained pursuant to paragraph 

5 (2). 

6 “(b) Requirements.— T he requirements of this sub- 

7 section are met with respect to any ex]>ansion, renovation 

8 or modernization if— 

9 “(1) tl»e tribe or tribal organization — 

10 “(A) provides notice to the Secretaiy of its 

1 1 intent to cx)>and, renovate or modernize; and 

12 “(B) applies to the Secretaiy to be placed 

13 on a se|Nirate priority list to address the needs 

14 of such new facilities for increased ojierating ex- 

15 |ienses, |iersonnel or equipment; and 

16 “(2) the cx|»aiision re novation or 

17 modernization — 

18 “(A) is approved by the appropriate area 

19 director of the Service for Federal facilities; and 

20 “(B) is administered by tlie Indian tribe or 

21 tribal organization in accordance with any h|>- 

22 plicable regulations prescribed by tlie Secretaiy 

23 with respect to construction or renovation of 
Service facilities. 
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1 “(c) Right of Tribe in Case of Failure of Fa- 

2 ciLiTY To Be Used as a Service Facility. — I f any 

3 Service facility which lias been expanded, renovated or 

4 modernized by an Indian tribe under this section ceases 

5 to be used as a Service facility during the 20-year period 

6 beginning on the date such expansion, renovation or mod* 

7 emization is completed, such Indian tribe shall be entitled 

8 to recover from the United States an amount which bears 

9 the same ratio to tlie value of such facility at the time 

10 of such cessation as the value of such expansion, renova- 

1 1 lion or modernization (less the total amount of any ftnids 

12 provided specifically for such facility under any Federal 

13 program that were expended for such expansion, renova- 

14 tion or modernization) bore to the value of such facility 

15 at the time of the completion of such expansion, renova- 

16 tion or modernization. 

1 7 -SEC. SO* FUNDING FOR TOE CONSTRUCTION. EXPANSION, 

18 AND MODERNIZATION OF SMALL AMBULA- 

1 9 TORY CARE FACILITIES. 

20 “(a) Availability of Funding.— 

21 “(1) In general. — T he Secretaiy, acting 

22 through the Service ami in consultation with Indian 
tribes and tribal organization, shall make funding 
available to tribes and tribal organizations for the 
construction, expansion, or modernization of facili- 
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] ties for the provision of ambulatory care services to 

2 eligible Indians (and noneligible persons as provided 

3 for in subsections (b)(2) and (c)(1)(C)). Funding 

4 under this section may cover up to 100 percent of 

5 the costs of such construction, expansion, or mod- 

6 emization. For the purposes of this section, the term 

7 ‘construction' includes the replacement of an exist* 

8 ing facility. 

9 “(2) Requirement.— F unding under |>ara- 

10 graph (1) may only be made available to an Indian 

11 tribe or tribal organization operating an Indian 

12 health facility (other than a facility owned or con- 

13 structed by the Service, including a facility originally 

14 owned or constructed by the Service and transferred 

15 to an Indian tribe or tribal organization) pursuant 

16 to a finding agreement entered into under the In- 

17 dian Self-Determination and Education Assistance 

18 Act. 

19 “(b) Use of Funds.— 

20 “(1) In general.— F unds provided under this 

21 section may be used only for the construction, ex- 

22 pansiou, or modernization (including the planning 

23 and design of such construction, expansion, or mod- 

24 emization) of an ambulatory care facility — 

25 “(A) located apart from a hospital; 
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“(B) not funded under section 301 or sec- 
tion 307; ami 

“(C) which, upon completion of such con- 
struction. expansion, or modernization will — 

“(i) have a total capacity appropriate 
to its projected service |>opulation; 

“(ii) provide annually not less than 
500 |»atient visits by eligible Indians and 
other users who are eligible for services in 
such facility in accordance with section 
807(b)(1)(B); and 

“(iii) provide ambulatory care in a 
service area (specified in the funding 
agreement entered into under the Indian 
Self-Determination and Education Assist- 
ance Act) with a imputation of not less 
than 1,500 eligible Indians and other users 
who are eligible for services in such facility 
in accordance with section 807(b)(1)(B). 
“(2) Limitation.— Funding provided under 
this section may be used only for the cost of that 
portion of a construction, expansion or moderniza- 
tion project that benefits the service |>opulation de- 
scribed in clauses (ii) and (iii) of jiaragraph (1)(C). 
The requirements of such clauses (ii) and (iii) shall 
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1 not apply to a tribe or tribal organization applying 

2 for funding under this section whose principal office 

3 for health care administration is located on an island 

4 or where such office is not located on a road system 

5 providing direct access to an inpatient hospital 

6 where care is available to the service population. 

7 “(c) Application and Priority.— 

8 “(1) Application.— X o funding may be made 

9 available under this section unless an application for 

10 such funding has been submitted to and approved by 

11 the Secretary. An application or proposal for Aind- 

12 ing under this section shall be submitted in accord- 

13 ancc with applicable regulations and shall set forth 

14 reasonable assurance by the applicant that, at all 

15 times after the construction, expansion, or mod- 

16 emization of a facility carried out pursuant to fund- 

17 ing received under this section — 

18 “(A) adequate financial sup|>ort will be 

19 available for the provision of services at such 

20 facility; 

21 “(B) such facility will be available to eligi- 

22 ble Indians without regard to ability to pay or 

23 source of payment; and 

24 “(C) such facility will, as feasible without 

25 diminishing the quality or quantity of services 
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1 provided to eligible Indians, serve noneligible 

2 persons on a cost basis. 

3 “(2) Priority. — I n awarding funds under this 

4 section, the Secretary shall give priority to tribes 

5 and tribal organizations that demonstrate — 

6 “A) a need for increased ambulatory care 

7 services; and 

8 **(B) insufficient capacity to deliver such 

9 services. 

10 “(d) Failure To Use Facility as Health Facil- 

1 1 ITY. — If any facility (or portion thereof) with respect to 

12 which fluids have been |»aid under this section, ceases, 

13 within 5 years after completion of tlie construction, expan- 

14 sion, or modernization carried out with such funds, to be 

15 utilized for the purposes of providing health care services 

16 to eligible Indians, all of the right, title, and interest in 

17 and to such facility (or portion thereof) shall transfer to 

18 the United States unless otherwise negotiated by the Serv- 

19 ice and the Indian tribe or tribal organization. 

20 “(c) No Inclusion in Tribal Share.— F unding 

21 provided to Indian tribes and tribal organizations under 

22 this section shall be non-recurring and shall not be avail- 

23 able for inclusion in any individual tribe’s tribal share for 

24 an award under the Indian Self-Determination and Edu- 
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1 cation Assistance Act or for reallocation or redesign there- 

2 under. 

3 "SEC. 307. INDIAN HEALTH CARE DELIVERY DEMON8TRA- 

4 TION PROJECT. 

5 “(a) Health Cake Delivery Demonstration 

6 Projects.— T he Secretary, acting through the Service 

7 and in consultation with Indian tribes and tribal organiza- 

8 tions, may enter into funding agreements with, or make 

9 grants or loan guarantees to, Indian tribes or tribal orga- 

10 luxations for the purpose of earning out a health care de- 

1 1 livery demonstration project to test alternative means of 

12 delivering health care and services through health facili- 

13 ties, including hospice, traditional Indian health and child 

14 care facilities, to Indians. 

15 “(b) USE OF Funds. — T he Secretary, in approving 

16 projects pursuant to this section, may authorize ftinding 

17 for the construction and renovation of hospitals, health 

18 centers, health stations, and other facilities to deliver 

19 health care services and is authorized tcv— 

20 “(1) waive any leasing prohibition; 

21 “(2) permit carryover of funds appropriated for 

22 the provision of health care services; 

23 “(3) permit the use. of other available funds; 

24 “(4) permit the use of funds or property do- 

25 nated from any source for project purposes; 
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1 “(5) provide for the reversion of donated real or 

2 personal property to the donor; and 

3 “(6) permit the use of Service funds to match 

4 other funds, including Federal fluids. 

5 “(c) Criteria.— 

6 “(1) IN GENERAL.— The Secretary shall develop 

7 and publish regulations through rulemaking under 

8 section 802 for the review and approval of applies* 

9 tions submitted under this section. The Secretaiy 

10 may enter into a contract, finding agreement or 

1 1 award a grant under this section for projects which 

12 meet the following criteria: 

13 “(A) There is a need for a new facility or 

14 program or the reorientation of an existing fa- 

15 cility or program. 

16 “(B) A significant number of Indians, in- 

17 eluding those with low health status, will be 

18 served by the project. 

19 “(O The project has the potential to ad- 

20 dress the health needs of Indians in an innova- 

21 tive manner. 

22 “(D) The project has the |>otential to de- 

23 liver services in an efficient and effective man- 

24 ner. 
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1 “(F) The Indian tribe or tribal organization has 

2 the administrative and financial capability to admin- 

3 ister the project. 

4 “(G) The project is integrated with provid- 

5 era of related health and social services and is 

6 coordinated with, and avoids duplication of, ex- 

7 isting services. 

8 “(2) Peer review panels.— T he Secretary 

9 may provide for the establishment of peer review 

10 panels, as necessary, to review and evaluate applica- 

1 1 tions and to advise the Secretary regarding such ap- 

12 plications using the criteria develojied pursuant to 

13 paragraph (1). 

14 “(3) Priority.—' T he Secretary shall give prior- 

15 ity to applications for demonstration projects under 

16 this section in each of the following service units to 

17 the extent that such applications are filed in a time- 

18 ly manner and otherwise meet the criteria s|iecifie<l 

19 in paragraph (1): 

20 “(A) Cass Uke, Minnesota. 

21 “(B) Clinton, Oklahoma. 

22 “(C) Harlem. Montana. 

23 “(D) Mescalero, New Mexico. 

24 “(E) Owyhee, Nevada. 

25 “(F) Parker, Arizona. 
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1 “(G) Schurz, Nevada. 

2 “(H) Winnebago, Nebraska. 

3 “(I) Ft. Yuma, California 

4 “(d) Technical Assistance.— T he Secretary shall 

5 provide such technical and other assistance as may be nec- 

6 essary to enable applicants to comply with the provisions 

7 of this section. 

8 “(e) Service to Ineligible Persons. — T he au- 

9 thority to provide services to persons otherwise ineligible 

10 for the health care benefits of the Service and the author- 

1 1 ity to extend hospital privileges in Service facilities to lion- 

12 Service health care practitioners as provided in section 

13 807 may be included, subject to the terms of such section, 

14 in any demonstration project a|»pruved pursuant to this 

15 section. 

16 “(0 Equitable Treatment.— F or purjwses of sub- 

17 section (c)(1)(A), the Secretary shall, in evaluating faeili- 

18 ties operated under any finding agreement entered into 

19 with the Service under the Indian Self-Determination and 

20 Education Assistance Act, use the same criteria that the 

21 Secretary uses in evaluating facilities operated directly by 

22 the Service. 

23 “(g) Equitable Integration of Facilities.— 

24 The Secretary shall ensure that the planning, design, con- 

25 struction, renovation and expansion needs of Service and 
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1 11011 -Service facilities which are the subject of a funding 

2 agreement for health services entered into with the Service 

3 under the Indian Self-Determination and Education As- 

4 sistance Act, are ftilly and equitably integrated into the 

5 implementation of the health care delivery demonstration 

6 projects under this section. 

7 “SEC. SOS. LAND TRANSFER. 

8 “(a) General Authority for Transfers.— N ot- 

9 withstanding any other provision of law, the Bureau of 

10 Indian Affairs and all other agencies and de|>aiiments of 

11 the United States are authorized to transfer, at no cost, 

12 land and improvements to the Service for the provision 

13 of health care services. The Secretary is authorized to ae- 

14 cept such land and improvements for such purjioses. 

1 5 “(b) Chemavva Indian School. — T he Bureau of In- 

16 dian Affairs is authorized to transfer, at no cost, up to 

17 5 acres of land at the Chemavva Indian Scliool, Salem, 

18 Oregon, to the Service for the provision of health care 

19 services. The land authorized to Ik* transferred by this sec- 

20 tion is that land a<yacent to land under the jurisdiction 

21 of the Service and occupied by the Chemavva Indian 

22 Health Center. 

23 “SEC- 309. LEASES. 

24 “(a) IN GENERAL. — Xotwitlistanding any other pro- 

25 vision of law, the Secretary is authorized, in earning out 
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1 the jHirposes of this Act, to enter into leases with Indian 

2 tribes and tribal organizat Soils for |>eriods not in excess 

3 of 20 years. Property leased by the Secretary from an In- 

4 dian tribe or tribal organization may be reconstructed or 

5 renovated by the Secretary pursuant to an agreement with 

6 such Indian tribe or tribal organization. 

7 "(b) Facilities for the Administration and De- 

8 LIVERY of Health Services.— T he Secretary may enter 

9 into leases, contracts, and other legal agreements with In- 

10 dian tribes or tribal organizations which hold — 

11 “(1) title to; 

12 “(2) a leasehold interest in; or 

13 "(3) a beneficial interest in (where title is held 

14 bv the United States in trust for the benefit of a 

15 tribe); 

16 facilities used for the administration and delivery of health 

1 7 services by the Service or by programs 0 |>erated by Indian 

18 tribes or tribal organizations to compensate such Indian 

19 tribes or tribal organizations for costs associated with the 

20 use of such facilities for such purposes, and such leases 

21 shall be considered as operating leases for tire purjKKses 

22 of scoring under the Budget Enforcement Act, notwith- 

23 standing any other provision of law. Such costs include 

24 rent, depreciation based on the useful life of the building, 

25 principal and interest paid or accrued, operation and 
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1 maintenance expenses, and other exj>enses determined by 

2 regulation to be allowable pursuant to regulations under 

3 section 105(1) of the Indian Self-Determination and Edu- 

4 cation Assistance Act. 

5 “SEC. 310. LOANS, LOAN GUARANTEES AND LOAN REPAY- 

6 MENT. 

7 “(a) Health Care Facilities Loan Fund.— 

8 There is established in the Treasuiy of the United States 

9 a ftind to be known as the ‘Health Care Facilities Loan 

10 Fund’ (referred to in this Act as the ‘HCFLF’) to provide 

1 1 to Indian Tribes and tribal organizations direct loans, or 

12 guarantees for loans, for the construction of health care 

13 facilities (including inpatient facilities, outpatient facili- 

14 ties, associated staff quarters and s|>ecialized care facili- 

15 tics such as behavioral health and elder care facilities). 

16 "(b) Standards and Procedures.— T he Secretary 

17 may promulgate regulations, developed through rule- 

18 making as provided for in section 802, to establish stand- 

19 ards and procedures for governing loans and loan guaran- 

20 tees under this section, subject to the following conditions: 

21 “(1) The principal amount of a loan or loan 

22 guarantee may cover up to 100 percent of eligible 

23 costs, including costs for the planning, design, fi- 

24 uancing, site land development, construction, reha- 

25 bilitation, renovation, conversion, improvements, 
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1 medical equipment and furnishings, other facility re- 

2 lated costs and ca|>ital purchase (but excluding staff- 

3 ing). 

4 “(2) The cumulative total of the principal of di- 

5 rect loans and loan guarantees, respectively, out- 

6 standing at any one time shall not exceed such limi- 

7 tations as may be specified in appropriation Acts. 

8 “(3) In the discretion of the Secretary, the pro- 

9 gram under this section may be administered by the 

10 Service or tire Health Resources and Services Ad- 

1 1 ministration (which shall be specified by regulation). 

12 “(4) The Secretary may make or guarantee a 

13 loan with a term of the useftrl estimated life of tire 

14 facility, or 25 wars, whichever is less. 

15 “(5) The Secretary may allocate up to 100 |ter- 

16 cent of the funds available for loans or loan guaran- 

17 tees in any .war for the pur|>osc of planning and aj»- 

1 8 plying for a loan or loatt guarantee. 

19 “(6) The Secretary may accept an assignment 

20 of the revenue of an Indian tribe or tribal organiza- 

21 tion as security for arty direct loan or loatt guarantee 

22 under this section. 

23 “(7) In the planning and design of health facili- 

24 ties under this section, users eligible under section 
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1 807(b) may be included in any projection of patient 

2 population. 

3 “(8) The Secretary shall not collect loan appli- 

4 cation, processing or otlier similar fees from Indian 

5 tribes or tribal organizations applying for direct 

6 loans or loan guarantees under this section. 

7 “(9) Service funds authorized under loans or 

8 loan guarantees under this section may be used in 

9 matching other Federal funds. 

10 “(c) Funding.— 

11 “(1) In general.— T he HCFLF shall consist 

12 of— 

13 “(A) such sums as may be initially appro- 

14 priated to tl»e HCFLF and as may be subse- 

15 quently appropriated under |»aragruph (2); 

16 “(B) such amounts as may be collected 

17 from borrowers; ami 

18 “(C) all interest earned on amounts in the 

19 HCFLF. 

20 “(2) Authorization ok appropriations.— 

21 There is authorized to be appropriated such sums as 

22 may be necessary to initiate the HCFLF. For each 

23 fiscal war after tl*e initial war in which funds are 

24 appropriated to the HCFLF, there is authorized to 

25 be appropriated an amount equal to the sum of the 
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1 amount collected by the HCFLF during the preced- 

2 ing fiscal war, and all accrued interest on such 

3 amounts. 

4 “(3) Availability of funds. — A mounts ap- 

5 propriated, collected or earned relative to the 

6 HCFLF shall remain available until expended. 

7 “(d) Funding Agreements. — A mounts in the 

8 HCFLF and available pursuant to appropriation Acts may 

9 be exjiended by the Secretary, acting through the Service, 

10 to make loans under this section to an Indian tribe or trib- 

1 1 al organization pursuant to a funding agreement entered 

12 into under the Indian Self-Determination and Education 

13 Assistance Act. 

14 “(e) Investments.— T he Secretaiy of the Treasury 

15 shall invest such amounts of the HCFLF as such Sec- 

16 retary determines are not required to meet current with- 

17 drawals from the HCFLF'. Such investments may be made 

18 only in interest-bearing obligations of the United States. 

19 F'or such purpose, such obligations may be acquired on 

20 original issue at the issue price, or by purchase of out- 

21 standing obligations at the market price. Any obligation 

22 acquired by the fund may be sold by the Secretaiy of the 

23 Treasury at the market price. 

24 "(f) Grants. — T he Secretaiy is authorized to estab- 

25 lish a program to provide grants to Indian tribes and trib- 
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1 al organizations for the purpose of repaying all or part 

2 of any loan obtained by an Indian tribe or tribal organiza- 

3 tion for construction and renovation of health care facili- 

4 ties (including inpatient facilities, outpatient facilities, as- 

5 sociated staff quarters and specialized care facilities). 

6 Loans eligible for such repayment grants shall include 

7 loans that have been obtained under this section or other- 

8 wise. 

9 “8EC. 311. TRIBAL LEASING. 

10 "Indian Tribes and tribal organizations proriding 

1 1 health care services pursuant to a funding agreement con- 

12 tract entered into under the Indian Self-Determination 

13 and Education Assistance Act may lease permanent struc- 

14 tunes for the purpose of providing such health care serv- 

15 ices without obtaining advance approval in appropriation 

16 Acts. 

17 “8 EC. Sit. INDIAN HEALTH 8ERV1CETRIBAL FACILITIES 

18 JOINT VENTURE PROGRAM. 

19 "(a) Authority.— 

20 "(1) In oeneral.— T he Secretary, acting 

21 through the Service, shall make arrangements with 

22 Indian tribes and tribal organizations to establish 

23 joint venture demonstration projects under which an 

24 Indian tribe or tribal organization shall expend trib- 

25 al, private, or other available ftmds, for the acquisi- 
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1 tion or construction of a health facility for a mini- 

2 mum of 10 years, under a no-cost lease, in exchange 

3 for agreement by the Service to provide the equip- 

4 ment, supplies, and staffing for the operation and 

5 maintenance of such a health facility. 

6 “(2) USE of resources. — A tribe or tribal or- 

7 gunization may utilize tribal funds, private sector, or 

8 other available resources, including loan guarantees, 

9 to fulfill its commitment under this subsection. 

10 “(3) Eligibility of certain entities.— A 

1 1 tribe that has begun and substantially completed the 

12 process of acquisition or construction of a health fa- 

13 cility shall be eligible to establish a joint venture 

14 project with the Sen-ice using such health facility. 

15 “(b) Requirements — 

16 “(1) IN GENERAL.— The Secretary shall enter 

17 into an arrangement under subsection (a)(1) with an 

18 Indian tribe or tribal organization only if— 

19 "(A) the Secretary first determines that 

20 the Indian tribe or tribal organization has the 

21 administrative and financial capabilities nec- 

22 essary to complete the timely acquisition or con- 

23 st ruction of the health facility described in sub- 

24 section (a)(1); and 
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1 “(B) the Indian tribe or tribal organization 

2 meets the needs criteria that shall be develo|>ed 

3 through the negotiated rulemaking process pro- 

4 vided for under section 802. 

5 “(2) Continued operation of facility.— 

6 The Secretary shall negotiate an agreement with the 

7 Indian tribe or tribal organization regarding tire con- 

8 tinued operation of a facility under this section at 

9 the end of the initial 10 rear no-cost lease period. 

10 “(3) Breach or termination of aoree- 

1 1 KENT. — An Indian tribe or tribal organization that 

12 has entered into a written agreement with the Sec- 

13 retary under this section, and that breaches or ter- 

14 minates without cause such agreement, shall be lia- 

15 ble to the United States for the amount that has 

16 been paid to the tribe or tribal organization, or |>aid 

17 to a third party on the tribe’s or tribal organiza- 

18 tion’s behalf, under the agreement. The Secretary 

19 has the right to recover tangible property (including 

20 supplies), and equipment, less depreciation, and any 

21 fluids expended for o|ierations and maintenance 

22 under this section. The preceding sentence shall not 

23 apply to any funds expended for the delivery of 

24 health care services, or for personnel or staffirrg. 
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1 "(d) Recovery for Non-Use.— A n Indian tribe or 

2 tribal organization that has entered into a written agree- 

3 ment with the Secretary under this section shall be enti- 

4 tied to recover from the United States an amount that 

5 is proportional to the value of such facility should at any 

6 time within 10 years the Service ceases to use the facility 

7 or otherwise breaches the agreement 

8 "(e) DEFINITION. — In this section, the terms ‘health 

9 facility’ or ‘health facilities’ include staff quarters needed 

10 to provide housing for the staff of the tribal health pro- 

1 1 gram. 

12 "8 EC. SIS. LOCATION OF FACILITIES. 

13 "(a) Priority.-— T he Bureau of Indian Affairs and 

14 the Service shall, in all matters involving the reorganiza- 

15 lion or development of Service facilities, or in the estab- 

16 lishment of related employment projects to address unem- 

17 ployment conditions in economically depressed areas, give 

18 priority to locating such facilities ami projects on Indian 

19 lands if requested by the Indian owner and tlie Indian 

20 tribe with jurisdiction over such lamls or other lands 

21 owned or leased by the Indian tribe or tribal organization 

22 so long as priority is given to Indian land owned by an 

23 Indian tribe or tribes. 

24 "(b) DEFINITION.— In this section, the term ‘Indian 

25 lands’ means — 
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1 “(1) all lands within the exterior boundaries of 

2 any Indian reservation; 

3 “(2) any lands title to which is held in trust by 

4 the United States for the benefit of any Indian tribe 

5 or individual Indian, or held by any Indian tribe or 

6 individual Indian subject to restriction by the United 

7 States against alienation and over which an Indian 

8 tribe exercises governmental power; and 

9 “(3) all lands in Alaska owned by any Alaska 

10 Native village, or any village or regional cor|>oration 

1 1 under the Alaska Native Claims Settlement Act, or 

12 any land allotted to any Alaska Native. 

13 "8EC. 314. MAINTENANCE AND IMPROVEMENT OF HEALTH 

14 CARE FACHJTIE& 

15 “(a) Report.—' T he Secretary shall submit to the 

16 President, for inclusion in the report required to be trails* 

17 mitted to Congress under section 801, a rc|»ort that identi- 

18 Ties the backlog of maintenance and repair work required 

19 at both Service and tribal facilities, including new facilities 

20 expected to be in operation in the fiscal year after the year 

21 for which the report is being prepared. Tlie report shall 

22 identify the need for renovation and ex)>ansion of existing 

23 facilities to support the growth of health care programs. 

24 “(b) Maintenance of Newly Constructed 

25 Space.— 
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1 “(1) In* general. — T he Secretary may expend 

2 maintenance and improvement funds to supjwrt the 

3 maintenance of newly constructed s|>ace only if such 

4 space falls within tin? a|>proved sup|>ortable space al- 

5 location for the Indian tribe or tribal organization. 

6 “(2) Definition.— F or purposes of paragraph 

7 (1), the term ‘sup|>ortable space allocation' shall be 

8 defined through the negotiated rulemaking process 

9 provided for under section 802. 

10 “(c) Construction of Replacement Facili- 

11 TIES.— 

12 “(1) IN general.— I n addition to using main- 

13 tenance and improvement funds for the maintenance 

14 of facilities under subsection (b)(1), an Indian tribe 

15 or tribal organization may use such funds for the 

16 construction of a replacement facility if the costs of 

17 the renovation of such facility would exceed a maxi- 

18 mum renovation cost threshold. 

19 “(2) Definition.— F or purposes of paragraph 

20 (1), the term ‘maximum renovation cost threshold' 

21 shall be defined through the negotiated rulemaking 

22 process provided for under section 802. 

23 “SEC. 315. tribal management of federally-owned 

24 quarters. 

25 “(a) Establishment of Rental Rates.— 
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1 “(1) In general. — Notwithstanding any other 

2 provision of law, an Indian tribe or tribal organiza- 

3 lion which operates a hospital or other health facility 

4 and the Federally-owned quarters associated there* 

5 with, pursuant to a funding agreement under the I»- 

6 dian Self-Determination and Education Assistance 

7 Act, may establish the rental rates charged to the 

8 occupants of such quarters by providing notice to 

9 the Secretary of its election to exercise such author- 

10 ity. 

1 1 “(2) Objectives. — I n establishing rental rates 

12 under paragraph (1), an Indian tribe or tribal orga- 

13 nization shall attempt to achieve the following objec- 

14 tives: 

15 “(A) The rental rates should be based on 

16 the reasonable value of the quarters to the oc- 

17 cupants thereof. 

18 "(B) The rental rates should generate suf- 

19 ficient funds to prudently provide for the oper- 

20 ation and maintenance of the quarters, and, 

21 subject to the discretion of the Indian tribe or 

22 tribal organization, to supply reserve fluids for 

23 capital re|>aire and replacement of the quarters. 

24 "(3) Eligibility tor quarters improve- 

25 me.nt and repair. — Any quarters whose rental 
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1 rales are established by an Indian tribe or tribal or- 

2 ganization under this subsection shall continue to be 

3 eligible for quarters improvement and repair funds 

4 to the same extent as other Federally-owned quar- 

5 ters that are used to house personnel in Service-sup- 

6 ported programs. 

7 “(4) Notice of change in rates.— A n In- 

8 dian tribe or tribal organization that exercises the 

9 authority provided under this subsection shall pro- 

10 vide occupants with not less than 60 days notice of 

1 1 any change in rental rates. 

1 2 “(b) Collection of Rents.— 

13 “(1) In general. — N otwithstanding any other 

14 provision of law, and subject to paragraph (2), an 

15 Indian tribe or a tribal organization that operates 

16 Federally-owned quarters pursuant to a funding 

17 agreement under the Indian Self-Determination and 

18 Education Assistance Act shall have the authority to 

19 collect rents directly from Federal employees who oc- 

20 cupy such quarters in accordance with the following: 

21 “(A) The Indian tribe or tribal organiza- 

22 tion shall notify the Secretary and the Federal 

23 employees involved of its election to exercise its 

24 authority to collect rents directly from such 

25 Federal employees. 
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1 “(B) Upon the receipt of a notice described 

2 in subparagraph (A), the Federal employees in- 

3 voh-ed shall pay rents for the occupancy of such 

4 quarters directly to the Indian tribe or tribal 

5 organization and the Secretary shall have no 

6 Airther authority to collect rents from such cm- 

7 ployees through payroll deduction or otherwise. 

8 “(C) Such rent payments shall be retained 

9 by the Indian tribe or tribal organization and 

10 shall not be made payable to or otherwise be 

1 1 deposited with the United States. 

12 "(D) Such rent payments shall be depos- 

13 ited into a sei>arate account which shall be used 

14 by the Indian tribe or tribal organization for 

15 the maintenance (including capital repairs ami 

16 replacement expenses) and operation of the 

17 quarters and facilities as the Indian tribe or 

18 tribal organization shall determine appropriate. 

19 "(2) Retrocession.— I f an Indian tribe or 

20 tribal organization which has made an election under 

21 paragraph (1) requests retrocession of its authority 

22 to directly collect rents from Federal employees oc- 

23 cupying Federally-owned quarters, such retrocession 

24 shall become effective on the earlier of — 
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1 "(A) the first day of the month that begins 

2 not less than 180 days after the Indian tribe or 

3 tribal organization notifies the Secretary of its 

4 desire to retrocede; or 

5 "(B) such other date as may be mutually 

6 agreed upon by the Secretary and the Indian 

7 tribe or tribal organization. 

8 "(c) Rates.— T o the extent that an Indian tribe or 

9 tribal organization, pursuant to authority granted in sub- 

10 section (a), establishes rental rates for Federally-owned 

1 1 quarters provided to a Federal employee in Alaska, such 

12 rents may be based on the cost of comparable private rent- 

13 al housing in the nearest established community with a 

14 year-round population of 1,500 or more individuals.- 

15 "SEC. 31*. APPLICABILITY OP BUY AMERICAN REQUIRE- 

16 MENT. 

17 "(a) In General. — The Secretary shall ensure that 

18 the requirements of the Buy American Act apply to all 

19 procurements made with funds provided pursuant to the 

20 authorization contained in section 318, except that Indian 

21 tribes and tribal organizations shall be exempt from such 

22 requirements. 

23 "(b) False or Misleading Labeling.— I f it has 

24 been finally determined by a court or Federal agency that 

25 any person intentionally affixed a label bearing a ‘Made 
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1 in America' inscription, or any inscription with the same 

2 meaning, to any product sold in or shipped to the United 

3 States that is not made in the United States, such person 

4 shall be ineligible to receive any contract or subcontract 

5 made with funds provided pursuant to the authorization 

6 contained in section 318, pursuant to the debarment, sus- 

7 pension, and ineligibility procedures described in sections 

8 9.400 through 9.409 of title 48, Code of Federal Regula- 

9 tions. 

10 (c) Definition.-— I n this section, the term ‘Buy 

1 1 American Act' means title 111 of the Act entitled ‘An Act 

12 making appropriations for the Treasury and Post Office 

13 Departments for the fiscal year ending June 30, 1934, 

14 and for other purposes’, approved March 3, 1933 (41 

15 U.S.C. 10a et seq.). 

16 “SEC. 317. OTHER FUNDING FOR FACILITIES. 

1 7 “Notwithstanding any other provision of law — 

18 “(1) the Secretary may accept from any source, 

19 including Federal and State agencies, funds that are 

20 available for the construction of health care facilities 

21 and use such funds to plan, design and construct 

22 health care facilities for Indians and to place such 

23 funds into funding agreements authorized under the 

24 Indian Self-Determination and Education Assistance 

25 Act (25 U.S.C. 450f et seq.) between the Secretaiy 
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1 and an Indian tribe or tribal organization, except 

2 that the receipt of such funds shall not have an ef- 

3 feet on the priorities established pursuant to section 

4 301; 

5 “(2) the Secretary may enter into interagency 

6 agreements with other Federal or State agencies and 

7 other entities and to accept funds from such Federal 

8 or State agencies or other entities to proride for the 

9 planning, design and construction of health care fa- 

10 cilities to be administered by the Service or by In- 

1 1 dian tribes or tribal organizations under the Indian 

12 Self-Determination and Education Assistance Act in 

13 order to carry out the purposes of this Act, together 

14 with the purposes for which such funds are appro- 

15 priated to such other Federal or State agency or for 

16 which the funds were otherwise provided; 

17 “(3) any Federal agency to which funds for the 

18 construction of health care facilities are appropriated 

19 is authorized to transfer such ftinds to the Secretary 

20 for the construction of health care facilities to carry 

21 out the purposes of this Act as well as the purposes 

22 for which such funds are appropriated to such other 

23 Federal agency, and 

24 “(4) the Secretary", acting through the Service, 

25 shall establish standards under regulations developed 
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1 through rulemaking under section 802, for the plan- 

2 ning, design and construction of health care facilities 

3 serving Indians under this Act. 

4 -SEC. SIS. AUTHORIZATION OF APPROPRIATIONS. 

5 “There is authorized to be appropriated such sums 

6 as may be necessary for each fiscal year through fiscal 

7 year 2012 to carry out this title. 

8 “TITLE IV— ACCESS TO HEALTH 

9 SERVICES 

10 “SEC. 401. TREATMENT OF PAYMENTS UNDER MEDICARE 

11 PROGRAM. 

12 “(a) In General. — A ny payments received by the 

13 Service, by an Indian tribe or tribal organization pursuant 

14 to a fiinding agreement under the Indian Self-Determina- 

15 tion and Education Assistance Act, or by an urban Indian 

16 organization pursuant to title V of this Act for services 

17 provided to Indians eligible for benefits under title XVIII 

18 of the Social Security Act shall not be considered in deter- 

19 mining appropriations for health care and services to Indi- 

20 ans. 

21 “(b) Equal Treatment.— N othing in this Act au- 

22 thorizes the Secretary to proride services to an Indian ben- 

23 eficiary with coverage under title XVIII of the Social Secu- 

24 rity Act in preference to an Indian beneficiary without 

25 such coverage. 



183 


182 

1 “(c) Special Fund.— 

2 “(1) Use of FUNDS. — Notwithstanding any 

3 other provision of this title or of title XVIII of the 

4 Social Security Act, payments to which any facility 

5 of the Service is entitled by reason of this section 

6 shall be placed in a special fund to be held by the 

7 Secretary and first used (to such extent or in such 

8 amounts as are provided in appropriation Acts) for 

9 the purpose of making any improvements in the pro- 

10 grams of the Service which may be necessary to 

11 achieve or maintain compliance with the applicable 

12 conditions and requirements of this title and of title 

13 XVIII of the Social Security Act. Any funds to be 

14 reimbursed which are in excess of the amount nec- 

15 essary to achieve or maintain such conditions and 

16 requirements shall, subject to the consultation with 

17 tribes being served by the service unit, be used for 

18 reducing the health resource deficiencies of the In- 

19 dian tribes. 

20 “(2) Nonapplication in case of election 

21 for direct billing.— P aragraph (1) shall not 

22 apply upon the election of an Indian tribe or tribal 

23 organization under section 405 to receive direct pay- 

24 ments for services provided to Indians eligible for 

25 benefits under title XVIII of the Social Security Act. 
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1 “SEC. 402. TREATMENT OF PAYMENTS UNDER MEDICAID 

2 PROGRAM. 

3 “(a) Special Fund. — 

4 “(1) Use of FUNDS.— Notwithstanding any 

5 other provision of law, payments to which any facil- 

6 ity of the Service (including a hospital, nursing facil- 

7 ity, intermediate care facility for the mentally re* 

8 tarded, or any other type of facility which provides 

9 services for which payment is available under title 

10 XIX of the Social Security Act) is entitled under a 

11 State plan by reason of section 1911 of such Act 

12 shall be placed in a special fund to be held by the 

13 Secretary and first used (to such extent or in such 

14 amounts as are provided in appropriation Acts) for 

15 the purpose of making any improvements in the fa- 

16 cilities of such Service which may be necessary to 

17 achieve or maintain compliance with the applicable 

18 conditions and requirements of such title. Any pay- 

19 ments which are in excess of the amount necessary 

20 to achieve or maintain such conditions and require- 

21 ments shall, subject to the consultation with tribes 

22 being served by the service unit, be used for reduc- 

23 ing the health resource defidendes of the Indian 

24 tribes. In making payments from such ftind, the Sec- 

25 rotary shall ensure that each service unit of the 

26 Service receives 100 percent of the amounts to wiiich 
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1 the facilities of the Service, for which such service 

2 unit makes collections, are entitled by reason of sec- 

3 tion 1911 of the Social Security Act. 

4 “(2) Nonapplication in case of election 

5 for direct billing. — P aragraph (1) shall not 

6 apply upon the election of an Indian tribe or tribal 

7 organization under section 405 to receive direct pay- 

8 menu for services provided to Indians eligible for 

9 medical assistance under title XIX of the Social Se- 

10 curity Act. 

11 “(b) Payments Disregarded for Appropria- 

12 TIONS. — Any paymenU received under section 1911 of the 

13 Social Security Act for services provided to Indians eligible 

14 for benefits under title XIX of the Social Security Act 

1 5 shall not be considered in determining appropriations for 

1 6 the provision of health care and services to Indians. 

17 “(c) Direct Billing. — F or provisions relating to 

18 the authority of certain Indian tribes and tribal organiza- 

19 tions to elect to directly bill for, and receive payment for, 

20 health care services provided by a hospital or clinic of such 

21 tribes or tribal organizations and for which payment may 

22 be made under this title, see section 405. 

23 "SEC. MA. REPORT. 

24 “(a) Inclusion in Annual Report.— T he Sec- 


25 rotary shall submit to the President, for inclusion in the 
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1 report required to be transmitted to the Congress under 

2 section 801, an accounting on the amount and use of 

3 funds made available to the Service pursuant to this title 

4 as a result of reimbursements under titles XVIII and XIX 

5 of the Social Security Act, 

6 “(b) Identification of Source of Payments.— 

7 If an Indian tribe or tribal organization receives funding 

8 from the Service under the Indian Self-Determination and 

9 Education Assistance Act or an urban Indian organization 

10 receives funding from the Service under Title V of this 

1 1 Act and receives reimbursements or payments under title 

12 XVIII, XIX, or XXI of the Social Security Act, such In- 

13 dian tribe or tribal organization, or urban Indian organi- 

14 zation, shall provide to the Service a list of each provider 

15 enrollment number (or other identifier) under which it re- 

16 ccives such reimbursements or payments. 

17 “SEC. 404. GRANT8 TO AND FUNDING AGREEMENTS WITH 

18 THE SERVICE, INDIAN TRIBE8 OR TRIBAL OR- 

19 GANEZATION8, AND URBAN INDIAN ORGANI- 

20 ZATION8. 

21 “(a) In General.— T he Secretary shall make grants 

22 to or enter into funding agreements with Indian tribes and 

23 tribal organizations to assist such organizations in estab- 

24 lishing and administering programs on or near Federal In- 
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1 dian reservations and trust areas and in or near Alaska 

2 Native villages to assist individual Indians to — 

3 “(1) enroll under sections 1818, 1836, and 

4 1837 of the Social Security Act; 

5 “(2) pay premiums for health insurance cov- 

6 erage; and 

7 “(3) apply for medical assistance provided pur- 

8 Buant to titles XIX and XXI of the Social Security 

9 Act. 

10 “(b) Conditions.— T he Secretary shall place condi- 

1 1 tions as deemed necessary to effect the purpose of this 

12 section in any funding agreement or grant which the Sec- 

13 rotary makes with any Indian tribe or tribal organization 

14 pursuant to this section. Such conditions shall include, but 

15 are not limited to, requirements that the organization suc- 

16 cessfully undertake to— 

17 “(1) determine the population of Indians to be 

18 served that are or could be recipients of benefits or 

19 assistance under titles XVIII, XIX, and XXI of the 

20 Social Security Act; 

21 “(2) assist individual Indians in becoming fa- 

22 miliar with and utilizing such benefits and assist- 

23 


ance; 
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1 “(3) provide transportation to such individual 

2 Indians to the appropriate offices for enrollment or 

3 applications for such benefits and assistance; 

4 “(4) develop and implement — 

5 “(A) a schedule of income levels to deter- 

6 mine the extent of payments of premiums by 

7 such organizations for health insurance cov- 

8 erage of needy individuals; and 

9 "(B) methods of improving the participa- 

10 tion of Indians in receiving the benefits and as- 

1 1 sistance provided under titles X\1II, XIX, and 

12 XXI of the Social Security Act. 

13 "(c) Agreements for Receipt and Processing 

14 of Applications. — The Sccretaiy may enter into an 

15 agreement with an Indian tribe or tribal organization, or 

16 an urban Indian organization, which provides for the re- 

17 ceipt and processing of applications for medical assistance 

18 under title XIX of the Social Security Act, child health 

19 assistance under title XXI of such Act and benefits under 

20 title XVIII of such Act by a Service facility or a health 

21 care program administered by such Indian tribe or tribal 

22 organization, or urban Indian organization, pursuant to 

23 a funding agreement under the Indian Self-Determination 

24 and Education Assistance Act or a grant or contract en- 

25 tered into with an urban Indian organization under title 

•s mm is 
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1 V of this Act. Notwithstanding any other provision of law, 

2 such agreements shall provide for reimbursement of the 

3 cost of outreach, education regarding eligibility and bene- 

4 fits, and translation when such services are provided. The 

5 reimbursement may be included in an encounter rate or 

6 be made on a fee-for-service basis as appropriate for the 

7 provider. When necessary to carry out the terms of this 

8 section, the Secretary', acting through the Health Care Fi- 

9 nancing Administration or the Service, may enter into 

10 agreements with a State (or political subdivision thereof) 

1 1 to facilitate cooperation between the State and the Service, 

12 an Indian tribe or tribal organization, and an urban In- 

13 dian organization. 

14 “(d) Grants — 

15 “(1) IN GENERAL.— 1 The Secretary shall make 

16 grants or enter into contracts with urban Indian or- 

17 ganizations to assist such organizations in establish- 

18 ing and administering programs to assist individual 

19 urban Indians to — 

20 “(A) enroll under sections 1818, 1836, and 

21 1837 of the Social Security Act; 

22 “(B) pay premiums on behalf of such indi- 

23 viduals for coverage under title XVIII of such 

24 Act; and 
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1 “(O apply for medical assistance provided 

2 under title XIX of such Act and for child health 

3 assistance under title XXI of such Act. 

4 “(2) Requirements.— T he Secretary shall in- 

5 dude in the grants or contracts made or entered 

6 into under paragraph (1) requirements that are — 

7 “(A) consistent with the conditions im- 

8 posed by the Secretary under subsection (b); 

9 “(B) appropriate to urban Indian organi- 

10 zations and urban Indians; and 

1 1 “(C) necessary to carry out the purposes of 

12 this section. 

13 “8 EC. 406. DIRECT BILLING AND REIMBURSEMENT OF 

14 MEDICARE. MEDICAID. AND OTHER THIRD 

15 PARTY PAYORS. 

16 “(a) Direct Billing.— 

17 “(1) IN GENERAL. — An Indian tribe or tribal 

18 organization may directly bill for, and receive pay- 

19 ment for, health care services provided by such tribe 

20 or organization for which payment is made under 

21 title XVIII of the Social Security Act, under a State 

22 plan for medical assistance approved under title XIX 

23 of such Act, under a State child health plan ap- 

24 proved under title XXI of such Act, or from any 

25 other third party payor. 
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1 “(2) Application of ioo percent fmap — 

2 The third sentence of section 1905(b) of the Social 

3 Security Act and section 2101(c) of such Act shall 

4 apply for purposes of reimbursement under the med- 

5 icaid or State children’s health insurance program 

6 for health care services directly billed under the pro- 

7 gram established under this section. 

8 “(b) Direct Reimbursement. — 

9 “(1) Use OF Funds.— Each Indian tribe or 

10 tribal organization exercising the option described in 

1 1 subsection (a) of this section shall be reimbursed di- 

12 rectly under the medicare, medicaid, and State chil- 

13 dren's health insurance programs for services fur- 

14 nished, without regard to the provisions of sections 

15 1880(c) of the Social Security Act and section 

16 402(a) of this Act, but all Audi so reimbursed shall 

17 first be used by the health program for the purpose 

18 of making any improvements in the facility or health 

19 programs that may be necessary to achieve or main- 

20 tain compliance with the conditions and require- 

21 ments applicable generally to such health services 

22 under the medicare, medicaid, or State children’s 

23 health insurance program. Any funds so reimbursed 

24 which are in excess of the amount necessary to 

25 achieve or maintain such conditions or requirements 



1 shall be used to provide additional health services, 

2 improvements in its health care facilities, or other- 

3 wise to achieve the health objectives provided for 

4 under section 3 of this Act 

5 “(2) AUDITS.— The amounts paid to the health 

6 programs exercising: the option described in sub- 

7 section (a) shall be subject to all auditing require- 

8 ments applicable to programs administered directly 

9 by the Service and to facilities participating in the 

10 medicare, medicaid, and State children’s health in- 

1 1 su ranee programs. 

12 “(3) No Payments from Special Funds.— 

13 Notwithstanding section 401(c) or section 402(a), no 

14 payment may be made out of the special fund de- 

15 scribed in section 401(c) or 402(a), for the benefit 

16 of any health program exercising the option de- 

17 scribed in subsection (a) of this section during the 

18 period of such participation. 

19 “(c) Examination and Implementation of 

20 Changes — The Secretary, acting through the Service, 

21 and with the assistance of the Administrator of the Health 

22 Care Financing Administration, shall examine on an ongo- 

23 ing basis and implement any administrative changes that 

24 may be necessary to facilitate direct billing and reimburse- 

25 ment under the program established under this section, 



193 


192 

1 including any agreements with States that may be nec- 

2 essary to provide for direct billing under the medicaid or 

3 State children’s health insurance program. 

4 "(d) Withdrawal from Program.— A participant 

5 in the program established under this section may with- 

6 draw from participation in the same manner and under 

7 the same conditions that an Indian tribe or tribal organi- 

8 zation may retrocede a contracted program to the Sec- 

9 retary under authority of the Indian Self-Determination 

10 and Education Assistance Act. All cost accounting and 

1 1 billing authority under the program established under this 

12 section shall be returned to the Secretary upon the Sec- 

13 retary’s acceptance of the withdrawal of participation in 

14 this program. 

15 “(e) Limitation.— N otwithstanding this section, ab- 

16 sent specific written authorization by the governing body 

17 of an Indian tribe for the period of such authorization 

18 (which may not be for a |>eriod of more than 1 year and 

19 which may be revoked at any time upon written notice by 

20 the governing body to the Service), neither the United 

21 States through the Service, nor an Indian tribe or tribal 

22 organization under a funding agreement pursuant to the 

23 Indian Self-Determination and Education Assistance Act, 

24 nor an urban Indian organization frinded under title V, 

25 shall have a right of recovery under this section if the in- 


is 
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1 jury, illness, or disability for which health services were 

2 provided is covered under a self-insurance plan funded by 

3 an Indian tribe or tribal organization, or urban Indian or- 

4 ganization. Where such tribal authorization is provided, 

5 the Service may receive and expend such funds for the 

6 provision of additional health services. 

7 "SBC. 406. REIMBURSEMENT FROM CERTAIN THIRD PAR- 

8 TIES OF COOTS OF HEALTH SERVICES. 

9 “(a) Right of Recovery.— E xcept as provided in 

10 subsection (g), the United States, an Indian tribe or tribal 

1 1 organization shall have the right to recover the reasonable 

12 charges billed or expenses incurred by the Secretary or 

13 an Indian tribe or tribal organization in providing health 

14 services, through the Service or an Indian tribe or tribal 

15 organization to any individual to the same extent that 

16 such individual, or any nongovernmental provider of such 

17 services, would be eligible to receive reimbursement or in- 

18 demnification for such charges or exjtcnses if — 

19 “(1) such services had been provided by a non- 

20 governmental provider, and 

21 “(2) such individual had been required to pay 

22 such charges or expenses and did pay such expenses. 

23 “(b) Urban Indian Organizations.— E xcept as 

24 provided in subsection (g), an urban Indian organization 

25 shall have the right to recover the reasonable charges 


18 
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1 billed or expenses incurred by the organization in provid- 

2 ing health services to any individual to the same extent 

3 that such individual, or any other nongovernmental pro- 

4 vider of such services, would be eligible to receive reim* 

5 bursement or indemnification for such charges or expenses 

6 if such individual had been required to pay such charges 

7 or expenses and did pay such charges or excuses. 

8 “(c) Limitations on Recoveries From States.— 

9 Subsections (a) and (b) shall provide a right of recovery 

10 against any State, only if the injury, illness, or disability 

1 1 for which health services were provided is covered under — 

12 “(1) workers’ compensation laws; or 

13 “(2) a no-fault automobile accident insurance 

14 plan or program. 

15 “(d) Nonappijcation of Other Laws.— N o law of 

16 any State, or of any political subdivision of a State and 

1 7 no provision of any contract entered into or renewed after 

18 the date of enactment of the Indian Health Care Amend- 

19 mcnts of 1988, shall prevent or hinder the right of recov- 

20 eiy of the United States or an Indian tribe or tribal orga- 

21 nization under subsection (a), or an urban Indian organi- 

22 zation under subsection (b). 

23 “(e) No Effect on Private Rights of Action.— 

24 No action taken by the United States or an Indian tribe 

25 or tribal organization to enforce the right of recovery pro- 





196 


195 

1 vided under subsection (a), or by an urban Indian organi- 

2 zation to enforce the right of recovery provided under sub- 

3 section (b), shall affect the right of any person to any 

4 damages (other than damages for the cost of health serv- 

5 ices provided by the Secretary through the Service). 

6 “(0 Methods of Enforcement. — 

7 “(1) In general. — T he United States or an 

8 Indian tribe or tribal organization may enforce the 

9 right of recovery provided under subsection (a), and 

10 an urban Indian organization may enforce the right 

1 1 of recovery provided under subsection (b), by — 

12 “(A) intervening or joining in any civil ac- 

13 tion or proceeding brought — 

14 "(i) by the individual for whom health 

15 services were provided by the Secretary, an 

16 Indian tribe or tribal organization, or 

17 urban Indian organization; or 

18 “(ii) by any representative or heirs of 

19 such individual; or 

20 “(B) instituting a civil action. 

21 “(2) NOTICE.— All reasonable efforts shall be 

22 made to provide notice of an action instituted in ac- 

23 cordance with paragraph (1)(B) to the individual to 

24 whom health services were provided, either before or 
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1 “(g) Limitation.— N otwithstanding this section, ab- 

2 sent specific written authorization by the governing body 

3 of an Indian tribe for the period of such authorization 

4 (which may not be for a period of more than 1 year and 

5 which may be revoked at any time upon written notice by 

6 the governing body to the Service), neither the United 

7 States through the Service, nor an Indian tribe or tribal 

8 organization under a funding agreement pursuant to the 

9 Indian Self-Determination and Education Assistance Act, 

10 nor an urban Indian organization ftmded under title V, 

1 1 shall have a right of recovery under this section if the in- 

12 jury, illness, or disability for which health services were 

13 provided is covered under a self-insurance plan ftinded by 

14 an Indian tribe or tribal organization, or urban Indian or- 

15 ganization. Where such tribal authorization is provided, 

16 the Service may receive and expend such funds for the 

17 provision of additional health services. 

18 “(h) Costs and Attorneys' Fees.— I n any action 

19 brought to enforce the provisions of this section, a prevail- 

20 ing plaintiff shall be awarded reasonable attorneys' fees 

2 1 and costs of litigation. 

22 “(i) Right of Action Against Insurers and Em- 

23 ployek Benefit Plans.— 

24 “(1) In GENERAL. — Where an insurance com- 


25 


pany or employee benefit plan fails or refuses to pay 
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1 the amount due under subsection (a) for services 

2 provided to an individual who is a beneficiary, par- 

3 ticipant, or insured of such company or plan, the 

4 United States or an Indian tribe or tribal organiza- 

5 lion shall have a right to assert and pursue all the 

6 claims and remedies against such company or plan, 

7 and against the fiduciaries of such company or plan, 

8 that the individual could assert or pursue under aj>- 

9 plicable Federal, State or tribal law. 

10 “(2) Urban Indian organizations.— W here 

1 1 an insurance company or employee benefit plan fails 

12 or refiises to pay the amounts due under subsection 

13 (b) for health services provided to an individual who 

14 is a beneficiary, participant, or insured of such com- 

15 pany or plan, the urban Indian organization .shall 

16 have a right to assert and pursue all the claims and 

17 • remedies against such company or plan, and against 

18 the fiduciaries of such company or plan, that the in- 

19 dividual could assert or pursue under applicable 

20 Federal or State law. 

21 “(j) Nonapplication of Claims Filing Require- 

22 MENT8. — Notwithstanding any other provision in law, the 

23 Service, an Indian tribe or tribal organization, or an urban 

24 Indian organization shall have a right of recovery for any 

25 otherwise reimbursable claim filed on a current IICFA- 

4MHB 
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1 1500 or UB-92 form, or the current NSP electronic for- 

2 mat, or their successors. No health plan shall deny pay- 

3 ment because a claim has not been submitted in a unique 

4 format that differs from such forms. 

5 “SEC. 407. CREDITING OP REIMBURSEMENTS. 

6 “(a) Retention of Funds.— E xcept as provided in 

7 section 202(d), this title, and section 807, all reimburee- 

8 menus received or recovered under the authority of this 

9 Act, Public Law 87-693, or any other provision of law, 

10 by reason of the provision of health services by the Service 

11 or by an Indian tribe or tribal organization under a ftind- 

12 ing agreement pursuant to the Indian Self-Determination 

13 and Education Assistance Act, or by an urban Indian or- 

14 ganization funded under title V, shall be retained by the 

15 Service or that tribe or tribal organization and shall be 

16 available for the facilities, and to cany out the programs, 

17 of the Service or that tribe or tribal organization to pro- 

18 vide health care services to Indians. 

19 “(b) No Offset of Funds.— T he Service may not 

20 offset or limit the amount of funds obligated to any service 

21 unit or entity receiving finding from the Service because 

22 of the receipt of reimbursements under subsection (a). 

23 "SEC. 40& PURCHASING HEALTH CARE COVERAGE. 

24 “An Indian tribe or tribal organization, and an urban 

25 Indian organization may utilize funding from the Sec- 
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1 retary under this Act to purchase managed care coverage 

2 for Service beneficiaries (including insurance to limit the 

3 financial risks of managed care entities) from — 

4 “(1) a tribally owned and operated managed 

5 care plan; 

6 “(2) a State or locally-authorized or licensed 

7 managed care plan; or 

8 “(3) a health insurance provider. 

9 “SEC. 40t. INDIAN HEALTH SERVICE, DEPARTMENT OF VET- 

10 KHAN'S AFFAIRS, AND OTHER FEDERAL 

1 1 AGENCY HEALTH FACILITIES AND 8ERVICE8 

12 SHARING. 

13 "(a) Examination of Feasibility of Arrange- 

14 MENT8. — 

13 “(1) IN GENERAL. — The Secretary shall exam- 

16 ine the feasibility of entering into arrangements or 

17 expanding existing arrangements for the sharing of 

18 medical facilities and services between the Service 

19 and the Veterans’ Administration, and other appro- 

20 priate Federal agencies, including those within the 

21 Department, and shall, in accordance with sub- 

22 section (b), prepare a report on the feasibility of 

23 such arrangements. 
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1 “(2) Submission of report.— N ot later than 

2 September 30, 2000, the Secretary shall submit the 

3 report required under paragraph (1) to Congress. 

4 “(3) Consultation required.— The Sec- 

5 rotary may not finalize any arrangement described 

6 in paragraph (1) without first consulting with the 

7 affected Indian tribes. 

8 “(b) Limitations.— T he Secretary shall not take 

9 any action under this section or under subchapter IV of 

10 chapter 81 of title 38, United States Code, which would 

1 1 impair — 

12 “(1) the priority access of any Indian to health 

13 care services provided through the Service; 

14 “(2) the quality of health care services provided 

15 to any Indian through the Service; 

16 “(3) the priority access of any veteran to health 

17 care services provided by the Veterans’ Administra- 

18 tion; 

19 “(4) the quality of health care services provided 

20 to any veteran by the Veteran’s Administration; 

21 “(5) the eligibility of any Indian to receive 

22 health services through the Service; or 

23 “(6) the eligibility of any Indian who is a vet- 

24 

25 


eran to receive health services through the Veterans’ 
Administration provided, however, the Service or the 
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1 Indian tribe or tribal organization shall be reim- 

2 bursed by the Veterans’ Administration where serv- 

3 ices are provided through the Service or Indian 

4 tribes or tribal organizations to beneficiaries eligible 

5 for services from the Veterans' Administration, not- 

6 withstanding any other provision of law. 

7 “(c) Agreements for Parity in Services. — T he 

8 Service may enter into agreements with other Federal 

9 agencies to assist in achieving parity in services for Indi- 

10 ans. Nothing in this section may be construed as creating 

1 1 any right of a veteran to obtain health services from the 

12 Service. 

13 "SEC 410. PAYOR OF LAST RESORT. 

14 "The Service, and programs operated by Indian 

15 tribes or tribal organizations, or urban Indian organiza- 

16 tions shall be the payor of last resort for services provided 

17 to individuals eligible for services from the Service and 

18 such programs, notwithstanding any Federal, State or 

19 local law to the contrary, unless such law explicitly pro- 

20 vides otherwise. 

21 “SEC 411. RIGHT TO RECOVER FROM FEDERAL HEALTH 

22 CARE PROGRAMS 

23 “Notwithstanding any other provision of law, the 


24 Service, Indian tribes or tribal organizations, and urban 

25 Indian organizations (notwithstanding limitations on who 
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1 is eligible to receive services from such entities) shall be 

2 entitled to receive payment or reimbursement for services 

3 provided by such entities from any Federally funded 

4 health care program, unless there is an explicit prohibition 

5 on such payments in the applicable authorizing statute. 

6 “8 EC. 4 IS. TUBA CITY DEMONSTRATION PROJECT. 

7 “(a) In General. — N otwithstanding any other pro* 

8 vision of law, including the Anti- Deficiency Act, provided 

9 the Indian tribes to be served approve, the Service in the 

10 Tuba City Service Unit may — 

11 “(1) enter into a demonstration project with the 

12 State of Arizona under which the Sen-ice would pro- 

13 vide certain specified medicaid sen-ices to individuals 

14 dually eligible for sen-ices from the Service and for 

15 medical assistance under title XIX of the Social Se- 

16 curity Act in return for payment on a capitated 

1 7 basis from the State of Arizona; and 

18 “(2) purchase insurance to limit the financial 

19 risks under the project. 

20 “(b) Extension of Project.— T he demonstration 

21 project authorized under subsection (a) may be extended 

22 to other sen-ice units in Arizona, subject to the approval 

23 of the Indian tribes to be sened in such sen-ice units, the 

24 Service, and the State of Arizona. 
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1 "SEC. 41S. ACCESS TO FEDERAL INSURANCE. 

2 “Notwithstanding the provisions of title 5, United 

3 States Code, Executive Order, or administrative regula- 

4 tion, an Indian tribe or tribal organization carrying out 

5 programs under the Indian Self-Determination and Edu- 

6 cation Assistance Act or an urban Indian organization car- 

7 rying out programs under title V of this Act shall be enti- 

8 tied to purchase coverage, rights and benefits for the cm- 

9 ployees of such Indian tribe or tribal organization, or 

10 urban Indian organization, under chapter 89 of title 5, 

1 1 United States Code, and chapter 87 of such title if nec- 

12 essary employee deductions and agency contributions in 

13 payment for the coverage, rights, and benefits for the |>e- 

14 riod of employment with such Indian tribe or tribal organi- 

15 zation, or urban Indian organization, are currently depos- 

16 ited in the applicable Employee’s Fund under such title. 

17 “SEC. 4X4. CONSULTATION AND RULEMAKING. 

18 “(a) Consultation.— Prior to the adoption of any 

19 policy or regulation by the Health Care Financing Admin- 

20 istration, the Secretary shall require the Administrator of 

21 that Administration to — 

22 “( 1 ) identify the impact such policy or regula- 

23 tion may have on the Service, Indian tribes or tribal 

24 organizations, and urban Indian organizations; 
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1 “(2) provide to the Service, Indian tribes or 

2 tribal organizations, and urban Indian organizations 

3 the information described in paragraph (1); 

4 “(3) engage in consultation, consistent with the 

5 requirements of Executive Order 13084 of May 14, 

6 1998, with the Service, Indian tribes or tribal orga- 

7 nizations, and urban Indian organizations prior to 

8 enacting any such policy or regulation. 

9 “(b) Rulemakinq. — T he Administrator of the 

10 Health Care Financing Administration shall participate in 

11 the negotiated rulemaking provided for under title VIII 

12 with regard to any regulations necessary to implement the 

13 provisions of this title that relate to the Social Security 

14 Act. 

15 “8EC. 416. LIMITATIONS ON CHARGES. 

16 “No provider of health services that is eligible to re- 

17 ceive payments or reimbursements under titles XVIII, 

1 8 XIX, or XXI of the Social Security Act or from any Feder- 

19 ally frmded (whether in whole or part) health care pro- 

20 gram may seek to recover payment for services — 

21 “(1) that are covered under and furnished to an 

22 individual eligible for the contract health services 

23 program operated by the Service, by an Indian tribe 

24 or tribal organization, or ftimished to an urban In- 

25 dian eligible for health services purchased by an 
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1 urban Indian organization, in an amount in excess 

2 of the lowest amount paid by any other payor for 

3 comparable services; or 

4 “(2) for examinations or other diagnostic proce- 

5 dures that are not medically necessary if such proce- 

6 dures have already been performed by the referring 

7 Indian health program and reported to the prorider. 

8 “8EC. 41 S. LIMITATION ON SECRETARY'S WAIVER AUTHOR- 

9 ITT. 

10 “Notwithstanding any other provision of law, the Sec- 

1 1 retary may not waive the application of section 

12 1902(a)(13)(D) of the Social Security Act to any State 

1 3 plan under title XDC of the Social Security Act. 

14 -SEC. 417. WAIVER OF MEDICARE AND MEDICAID 8ANC- 

15 TION& 

16 “Notwithstanding any other provision of law, the 

17 Service or an Indian tribe or tribal organization or an 

18 urban Indian organization operating a health program 

19 under the Indian Self-Determination and Education As- 

20 sistance Act shall be entitled to seek a waiver of sanctions 

21 imposed under title XVIII, XIX, or XXI of the Social Se- 

22 curity Act as if such entity were directly responsible for 

23 administering the State health care program. 
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1 "SEC. 418. MEANING OF ‘REMUNERATION’ FOR PURPOSES 

2 OF SAFE HARBOR PROVISIONS; ANTITRUST 

3 IMMUNITY. 

4 “(a) Meaning of Remuneration.— N otwithstand- 

5 ing any other provision of law, the term ‘remuneration’ 

6 as used in sections U28A and U28B of the Social Secu- 

7 rity Act shall not include any exchange of anything of 

8 value between or among — 

9 “(1) any Indian tribe or tribal organization or 

10 an urban Indian organization that administers 

11 health programs under the authority of the Indian 

12 Self-Determination and Education Assistance Act; 

13 “(2) any such Indian tribe or tribal organiza- 

14 tion or urban Indian organization and the Service; 

15 "(3) any such Indian tribe or tribal organiza- 

16 tion or urban Indian organization and any patient 

17 served or eligible for service under such programs, 

18 including patients served or eligible for service pur- 

19 suant to section 813 of this Act (as in effect on the 

20 day before the date of enactment of the Indian 

21 Health Care Improvement Act Reauthorization of 

22 2000); or 

23 “(4) any such Indian tribe or tribal organiza- 

24 tion or urban Indian organization and any third 

25 party required by contract, section 206 or 207 of 

26 this Act (as so in effect), or other applicable law, to 



1 pay or reimburse the reasonable health care costs in- 

2 curred by the United States or any such Indian tribe 

3 or tribal organization or urban Indian organization; 

4 provided the exchange arises from or relates to such health 

5 programs. 

6 “(b) Antitrust Immunity. — A n Indian tribe or 

7 tribal organization or an urban Indian organization that 

8 administers health programs under the authority of the 

9 Indian Self-Determination and Education Assistance Act 

10 or title V shall be deemed to be an agency of the United 

11 States and immune fri>m liability under the Acts com- 

12 monly known as the Sherman Act, the Clayton Act, the 

13 Robinson-Patman Anti-Discrimination Act, the Federal 

14 Trade Commission Act, and any other Federal, State, or 

15 local antitrust laws, with regard to any transaction, agree- 

16 ment, or conduct that relates to such programs. 

17 “SEC. 419. CO-INSURANCE. CO- PAYMENTS. DEDUCTIBLES 

18 AND PREMIUMS. 

19 “(a) Exemption From Cost-Sharing Rbquire- 

20 MENT8. — Notwithstanding any other provision of Federal 

21 or State law, no Indian who is eligible for services under 

22 title XVm, XIX, or XXI of the Social Security Act, or 

23 under any other Federally funded health care programs, 

24 may be charged a deductible, co-payment, or co-insurance 

25 for any service provided by or through the Service, an In- 
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1 dian tribe or tribal organization or urban Indian organiza- 

2 tion, nor may the payment or reimbursement due to the 

3 Service or an Indian tribe or tribal organization or urban 

4 Indian organization be reduced by the amount of the de- 

5 ductible, co-payment, or co-insurance that would be due 

6 from the Indian but for the operation of this section. For 

7 the purposes of this section, the term 'through' shall in- 

8 elude services provided directly, by referral, or under con- 

9 tracts or other arrangements between the Service, an In- 

10 dian tribe or tribal organization or an urban Indian orga- 

1 1 nization and another health prorider. 

12 “(b) Exemption From Premiums.— 

13 “(1) Medicaid and state children’s 

14 HEALTH INSURANCE prooram.— N otwithstanding 

15 any other provision of Federal or State law, no In- 

16 dian who is otherwise eligible for medical assistance 

17 under title XIX of the Social Security Act or child 

18 health assistance under title XXI of such Act may 

19 be charged a premium as a condition of receiving 

20 such assistance under title XIX of XXI of such Act. 

21 “(2) Medicare enrollment premium pen- 

22 ALTIES. — Notwithstanding section 1839(b) of the 

23 Social Security Act or any other provision of Federal 

24 or State law, no Indian who is eligible for benefits 

25 under part B of title XVIII of the Social Security 


u 
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1 Act, but for the payment of premiums, shall be 

2 charged a penalty for enrolling in such part at a 

3 time later than the Indian might otherwise have 

4 been first eligible to do so. The preceding sentence 

5 applies whether an Indian pays for premiums under 

6 such part directly or such premiums are paid by an* 

7 other person or entity, including a State, the Serv- 

8 ice, an Indian Tribe or tribal organization, or an 

9 urban Indian organization. 

10 “SEC 410. INCLUSION Of INCOME AND RESOURCES FOR 

1 1 PURPOSES OP MEDICALLY NEEDY MEDICAID 

12 ELIGIBILITY. 

13 “For the purpose of determining the eligibility under 

14 section 1902(a)(10)(A)(ii)(IV) of the Social Security Act 

15 of an Indian for medical assistance under a State plan 

16 under title XIX of such Act, the cost of proriding services 

17 to an Indian in a health program of the Service, an Indian 

18 Tribe or tribal organization, or an urban Indian organiza- 

19 tion shall be deemed to have been an expenditure for 

20 health care by the Indian. 

21 -SEC 411. ESTATE RECOVERY PROVISIONS. 

22 “Notwithstanding any otlier provision of Federal or 

23 State law, the following property may not be included 

24 when determining eligibility for services or implementing 

25 estate recovery rights under title XVIII, XIX, or XXI of 
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1 the Social Security Act, or any other health care programs 

2 funded in whole or part with Federal funds: 

3 “(1) Income derived from rents, leases, or roy- 

4 alties of property held in trust for individuals by the 

5 Federal Government. 

6 “(2) Income derived from rents, leases, royal - 

7 ties, or natural resources (including timber and fish- 

8 ing activities) resulting from the exercise of Feder- 

9 ally protected rights, whether collected by an individ- 

10 ual or a tribal group and distributed to individuals. 

11 “(3) Property, including interests in real prop- 

12 erty currently or formerly held in trust by the Fed- 

13 eral Government which is protected under applicable 

14 Federal, State or tribal law or custom from re- 

15 course, including public domain allotments. 

16 “(4) Property that has unique religious or cul- 

17 tural significance or that supports subsistence or 

18 traditional life style according to applicable tribal 

19 law or custom. 

20 -SEC. 4H. MEDICAL CHILD SUPPORT. 

21 "Notwithstanding any other provision of law, a {>ar- 

22 ent shall not be responsible for reimbursing the Federal 

23 Government or a State for the cost of medical services pro- 

24 vided to a child by or through the Service, an Indian tribe 

25 or tribal organization or an urban Indian organization. 



1 For the purposes of this subsection, the term ‘through’ 

2 includes services provided directly, by referral, or under 

3 contracts or other arrangements between the Service, an 

4 Indian Tribe or tribal organization or an urban Indian or- 

5 ganization and another health provider. 

6 “8EC. 423. PROVISIONS RELATING TO MANAGED CARE. 

7 “(a) Recovery From Managed Care Plans.— 

8 Notwithstanding any other provision in law, the Service, 

9 an Indian Tribe or tribal organization or an urban Indian 

10 organization shall have a right of recoveiy under section 

1 1 408 from all private and public health plans or programs, 

12 including the medicare, medicaid, and State children’s 

13 health insurance programs under titles XVIII, XIX, ami 

14 XXI of the Social Security Act, for the reasonable costs 

15 of delivering health services to Indians entitled to receive 

16 services from the Service, an Indian Tribe or tribal organi- 

17 zation or an urban Indian organization. 

1 8 “(b) Limitation. — N o provision of law or regulation, 

19 or of any contract, may be relied upon or interpreted to 

20 deny or reduce payments otherwise due under subsection 

21 (a), except to the extent the Service, an Indian tribe or 

22 tribal organization, or an urban Indian organization has 

23 entered into an agreement with a managed care entity re- 

24 garding services to be provided to Indians or rates to be 

25 paid for such services, provided that such an agreement 
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1 may not be made a prerequisite for such payments to be 

2 made. 

3 “(c) Parity. — P ayments due under subsection (a) 

4 from a managed care entity may not be paid at a rate 

5 that is less than the rate paid to a ‘preferred provider’ 

6 by the entity or, in the event there is no such rate, the 

7 usual and customary fee for equivalent services. 

8 “(d) No Claim Requirement. — A managed care 

9 entity may not deny payment under subsection (a) because 

10 an enrollee with the entity has not submitted a claim. 

1 1 “(e) Direct BlLUNO. — Notwithstanding the preced- 

12 ing subsections of this section, the Service, an Indian tribe 

13 or tribal organization, or an urban Indian organization 

14 that provides a health service to an Indian entitled to med- 

15 ical assistance under the State plan under title XIX of 

16 the Social Security Act or enrolled in a child health plan 

17 under title XXI of such Act shall have the right to be 

18 paid directly by the State agency administering such plans 

19 notwithstanding any agreements the State may have en- 

20 tered into with managed care organizations or providers. 

21 “(0 Requirement for Medicaid Managed Care 

22 Entities. — A managed care entity (as defined in section 

23 1932(a)(1)(B) of the Social Security Act shall, as a condi- 

24 tion of participation in the State plan under title XEX of 

25 such Act, ofFer a contract to health programs administered 
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1 by the Service, an Indian tribe or tribal organization or 

2 an urban Indian organization that provides health services 

3 in the geographic area served by the managed care entity 

4 and such contract (or other provider participation agree- 

5 ment) shall contain terms and conditions of participation 

6 and payment no more restrictive or onerous than those 

7 provided for in this section. 

8 “(g) Prohibition.— Notwithstanding any other pro- 

9 vision of law or any waiver granted by the Secretary no 

10 Indian may be assigned automatically or by default under 

11 any managed care entity participating in a State plan 

12 under title XIX or XXI of the Social Security Act unless 

13 the Indian had the option of enrolling in a managed care 

14 plan or health program administered by the Service, an 

15 Indian tribe or tribal organization, or an urban Indian or- 

16 ganization. 

17 “(h) Indian Managed Care Plans.— Notwith- 

18 standing any other provision of law, any State entering 

19 into agreements with one or more managed care organiza- 

20 tions to provide services under title XIX or XXI of the 

21 Social Security Act shall enter into such an agreement 

22 with the Service, an Indian tribe or tribal organization or 

23 an urban Indian organization under which such an entity 

24 may provide services to Indians who may be eligible or 

25 required to enroll with a managed care organization 
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1 through enrollment in an Indian managed care organiza- 

2 tion that provides services similar to those offered by other 

3 managed care organizations in the State. The Secretary 

4 and the State are hereby authorized to waive requirements 

5 regarding discrimination, capitalization, and other matters 

6 that might otherwise prevent an Indian managed care or- 

7 ganization or health program from meeting Federal or 

8 State standards applicable to such organizations, provided 

9 such Indian managed care organization or health program 

10 offers Indian enrollees services of an equivalent quality to 

1 1 that required of other managed care organizations. 

12 “(i) Advertising. — A managed care organization 

13 entering into a contract to provide services to Indians on 

14 or near an Indian reservation shall provide a certificate 

15 of coverage or similar type of document that is written 

16 in the Indian language of the minority of the Indian popu- 

17 lation residing on such reservation. 

18 "8EC. 4*4. NAVAJO NATION MEDICAID AGENCY. 

19 “(a) In General.— N otwithstanding any other pro- 

20 vision of law, the Secretary may treat the Navtyo Nation 

21 as a State under title XIX of the Social Security Act for 

22 purposes of providing medical assistance to Indians living 

23 within the boundaries of the Navajo Nation. 

24 “(b) Assignment and Payment.— N otwithstanding 

25 any other provision of law, the Secretary may assign and 

* mm a 
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1 pay all expenditures related to the provision of services 

2 to Indians living within the boundaries of the Navajo Na- 

3 tion under title XIX of the Social Security Act (including 

4 administrative expenditures) that are currently paid to or 

5 would otherwise be paid to the States of Arizona, New 

6 Mexico, and Utah, to an entity established by the Navajo 

7 Nation and approved by the Secretary, which shall be de- 

8 nominated the Navajo Nation Medicaid Agency. 

9 “(c) Authority.— T he Navajo Nation Medicaid 

10 Agency shall serve Indians living within the boundaries of 

1 1 the Navajo Nation and shall have the same authority and 

12 perform the same functions as other State agency respon- 

13 sible for the administration of the State plan under title 

14 XIX of the Social Security Act. 

15 “(d) Technical Assistance.— T he Secretary may 

16 directly assist the Navajo Nation in the development and 

17 implementation of a Navajo Nation Medicaid Agency for 

18 the administration, eligibility, payment, and delivery’ of 

19 medical assistance under title XIX of the Social Security 

20 Act (which shall, for purposes of reimbursement to such 

21 Nation, include Western and traditional Navajo healing 

22 services) within the Navajo Nation. Such assistance may 

23 include providing funds for demonstration projects con- 

24 ducted with such Nation. 


* 



1 “(e) FMAP. — Notwithstanding section 1905(b) of 

2 the Social Security Act, the Federal medical assistance 

3 percentage shall be 100 per cent with respect to amounts 

4 the Navajo Nation Medicaid agency expends for medical 

5 assistance and related administrative costs. 

6 “(f) Waiver Authority.— T he Secretary shall have 

7 the authority to waive applicable provisions of Title XIX 

8 of the Social Security Act to establish, develop and imple- 

9 ment the Navajo Nation Medicaid Agency. 

10 "(g) SCHIP. — At the option of the Navajo Nation, 

1 1 the Secretary may treat the Navajo Nation as a State for 

12 purposes of title XXI of the Social Security Act under 

13 terms equivalent to those described in the preceding sub- 

14 sections of this section. 

15 *8EC. 4S&. INDIAN ADVISORY COMMITTEES. 

16 “(a) National Indian Technical Advisory 

17 GROUP. — The Administrator of the Health Care Financ- 

18 ing Administration shall establish and fund the exjrenses 

19 of a National Indian Technical Advisory Group which shall 

20 have no fewer than 14 members, including at least 1 mem- 

21 ber designated by the Indian tribes and tribal organize- 

22 tions in each service area, 1 urban Indian organization 

23 representative, and 1 member representing the Service. 

24 The scope of the activities of such group shall be estab- 

25 lished under section 802 provided that such scope shall 
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1 include providing comment on and advice regarding the 

2 programs funded under titles XVIII, XIX, and XXI of the 

3 Social Security Act or regarding any other health care pro- 

4 gram funded (in whole or part) by the Health Care Fi- 
3 nancing Administration. 

6 “(b) Indian Medicaid Advisory Committees.— 

7 The Administrator of the Health Care Financing Adminis- 

8 tration shall establish and provide funding for a Indian 

9 Medicaid Advisory Committee made up of designees of the 

10 Service, Indian tribes and tribal organizations and urban 

11 Indian organizations in each State in which the Service 

12 directly operates a health program or in which there is 

13 one or more Indian tribe or tribal organization or urban 

14 Indian organization. 

1 5 -SEC. 4M. AUTHORIZATION OF APPROPRIATIONS. 

16 There is authorized to be appropriated such sums as 

17 may be necessary for each of fiscal years 2000 through 

18 2012 to carry out this title.”. 

19 “TITLE V— HEALTH SERVICES 

20 FOR URBAN INDIANS 

21 -8EC. 601. PURPOSE. 

22 “The purpose of this title is to establish programs 

23 in urban centers to make health services more accessible 

24 and available to urban Indians. 
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1 -SEC. 502. CONTRACTS WITH, AND GRANTS TO. URBAN IN- 

2 DIAN ORGANIZATIONS. 

3 “Under the authority of the Act of November 2. 1921 

4 (25 U.S.C. 13)(commonly known as the Snyder Act), the 

5 Secretary, through the Service, shall enter into contracts 

6 with, or make grants to, urban Indian organizations to 

7 assist such organizations in the establishment and admin* 

8 istration, within urban centers, of programs which meet 

9 the requirements set forth in this title. The Secretary, 

10 through the Service, subject to section 506, shall include 

1 1 such conditions as the Secretary considers necessary to ef- 

12 feet the purjrose of this title in any contract which the 

13 Secretary enters into with, or in any grant the Secretary 

14 makes to, any urban Indian organization pursuant to this 

15 title. 

16 “SEC. 503. CONTRACTS AND GRANTS FOR THE PROVISION 

17 OP HEALTH CARE AND REFERRAL SERVICES. 

1 8 “(a) AUTHORITY.— Under the authority of the Act of 

19 November 2, 1921 (25 U.S.C. 13) (commonly known as 

20 the Snyder Act), the Secretary, acting through the Serv- 

21 ice, shall enter into contracts with, and make grants to, 

22 urban Indian organizations for the provision of health care 

23 and referral services for urban Indians. Any such contract 

24 or grant shall include requirements that the urban Indian 

25 organization successfully undertake to — 
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1 “(1) estimate the population of urban Indians 

2 residing in the urban center or centers that the or- 

3 ganization proposes to serve who are or could be re- 

4 cipients of health care or referral services; 

5 “(2) estimate the current health status of 

6 urban Indians residing in such urban center or cen- 

7 tere; 

8 “(3) estimate the current health care needs of 

9 urban Indians residing in such urban center or ccn- 

10 ters; 

11 "(4) provide basic health education, including 

12 health promotion and disease prevention education, 

13 to urban Indians; 

14 "(5) make recommendations to the Secretaiy 

15 and Federal, State, local, and other resource agen- 

16 cies on methods of improving health service pro- 

17 grams to meet the needs of urban Indians; and 

18 “(6) where necessary, provide, or enter into 

19 contracts for the provision of, health care services 

20 for urban Indians. 

21 “(b) Criteria.— T he Secretary, acting through the 

22 Service, shall by regulation adopted pursuant to section 

23 520 prescribe the criteria for selecting urban Indian orga- 

24 nizations to enter into contracts or receive grants under 
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1 this section. Such criteria shall, among other factors, 

2 include — 

3 “(1) the extent of unmet health care needs of 

4 urban Indians in the urban center or centers in- 

5 volved; 

6 “(2) the size of the urban Indian population in 

7 the urban center or centers involved; 

8 “(3) the extent, if any, to which the activities 

9 set forth in subsection (a) would duplicate any 

10 project funded under this title; 

1 1 “(4) the capability of an urban Indian organiza- 

12 tion to perform the activities set forth in subsection 

13 (a) and to enter into a contract with the Secretary 

14 or to meet the requirements for receiving a grant 

15 under this section; 

16 “(5) the satisfactory performance and succcss- 

17 fill completion by an urban Indian organization of 

18 other contracts with the Secretary' under this title; 

19 “(6) the appropriateness and likely effectiveness 

20 of conducting the activities set forth in subsection 

21 (a) in an urban center or centers; and 

22 "(7) the extent of existing or likely future par- 

23 ticipation in the activities set forth in subsection (a) 

24 by appropriate health and health-related Federal, 

25 State, local, and other agencies. 
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1 “(c) Health Promotion and Disease Preven- 

2 TION. — The Secretary, acting through the Service, shall 

3 facilitate access to, or provide, health promotion and dis- 

4 ease prevention services for urban Indians through grants 

5 made to urban Indian organizations administering con- 

6 tracts entered into pursuant to this section or receiving 

7 grants under subsection (a). 

8 “(d) Immunization Services.— 

9 “(1) In general.— T he Secretary, acting 

10 through the Service, shall facilitate access to, or pro- 

1 1 vide, immunization services for urban Indians 

12 through grants made to urban Indian organizations 

13 administering contracts entered into, or receiving 

14 grants, under this section. 

15 “(3) Definition. — In this section, the term 

16 ‘immunization services’ means services to provide 

17 without charge immunizations against vaccine-pre- 

18 ventable diseases. 

19 “(e) Mental Health Services.— 

20 “(1) In general.— The Secretary, acting 

21 through the Service, shall facilitate access to, or pro- 

22 vide, mental health services for urban Indians 

23 through grants made to urban Indian organizations 

24 administering contracts entered into, or receiving 

25 grants, under this section. 
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1 “(2) Assessment.— A grant may not be made 

2 under this subsection to an urban Indian organize* 

3 tion until that organization has prepared, and the 

4 Service has approved, an assessment of the mental 

5 health needs of the urban Indian population con- 

6 ccmed, the mental health services and other related 

7 resources available to that i>opulation, the barriers 

8 to obtaining those services ami resources, and the 

9 needs that are unmet by such services and resources. 

10 “(3) Use of FUNDS.— Grants may be made 

1 1 under this subsection — 

12 “(A) to prepare assessments required 

13 under paragraph (2); 

14 "(B) to provide outreach, educational, and 

15 referral services to urban Indians regarding the 

16 availability of direct behavioral health services, 

17 to educate urban Indians about behavioral 

18 health issues and services, and effect coordina- 

19 tion with existing behavioral health providers in 

20 order to improve services to urban Indians; 

21 "(C) to provide outpatient behavioral 

22 health services to urban Indians, including the 

23 identification and assessment of illness, thera- 

24 peutic treatments, case management, supj>ort 
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1 groups, family treatment, and other treatment; 

2 and 

3 “(D) to develop innovative behavioral 

4 health service delivery models which incorporate 

5 Indian cultural support systems and resources. 

6 “(0 Child Abuse.— 

7 “(1) In GENERAL. — The Secretary, acting 

8 through the Service, shall facilitate access to, or pro* 

9 vide, services for urban Indians through grants to 

10 urban Indian organizations administering contracts 

11 entered into (Hirsuant to this section or receiving 

12 grants under subsection (a) to prevent and treat 

13 child abuse (including sexual abuse) among urban 

14 Indians. 

15 “(2) Assessment. — A grant may not be made 

16 under this subsection to an urban Indian organiza- 

17 tion until that organization has prepared, and the 

18 Service has approved, an assessment that documents 

19 the prevalence of child abuse in the urban Indian 

20 population concerned and specifies the services and 

21 programs (which may not duplicate existing services 

22 and programs) for which the grant is requested. 

23 “(3) Use of funds. — G rants may be made 

24 under this subsection — 
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"(A) to prepare assessments required 
under paragraph (2); 

‘‘(B) for the development of prevention, 
training, and education programs for urban In- 
dian populations, including child education, par- 
ent education, provider training on identifica- 
tion and intervention, education on reporting 
requirements, prevention campaigns, and estab- 
lishing service networks of all those involved in 
Indian child protection; and 

“(Q to provide direct outpatient treatment 
services (including individual treatment, family 
treatment, group therapy, and support groups) 
to urban Indians who are child victims of abuse 
(including sexual abuse) or adult survivors of 
child sexual abuse, to the families of such child 
victims, and to urban Indian perpetrators of 
child abuse (including sexual abuse). 

“(4) Considerations.— I n making grants to 
carry out this subsection, the Secretary shall take 
into consideration — 

“(A) the support for the urban Indian or- 
ganization demonstrated by the child protection 
authorities in the area, including committees or 
other services funded under the Indian Child 
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1 Welfare Act of 1978 (25 U.S.C. 1901 et seq), 

2 if any; 

3 “(B) the capability and expertise dem- 

4 onstrated by the urban Indian organization to 

5 address the complex problem of child sexual 

6 abuse in the community; and 

7 “(C) the assessment required under para- 

8 graph (2). 

9 “(g) Multiple Urban Centers.— T he Secretary, 

10 acting through the Service, may enter into a contract with, 

1 1 or make grants to, an urban Indian organization that pro- 

12 vides or arranges for the provision of health care services 

13 (through satellite facilities, provider networks, or other- 

14 wise) to urban Indians in more than one urban center. 

15 “8EC. BOi. CONTRACTS AND GRANTS FOR THE DKTERMINA- 

16 TION OP UNMZTT HEALTH CARE NEEOa 

17 “(a) AUTHORITY — 

18 “(1) IN general.— U nder authority of the Act 

19 of November 2, 1921 (25 U.S.C. 13) (commonly 

20 known as the Snyder Act), the Secretary, acting 

21 through the Service, may enter into contracts with, 

22 or make grants to, urban Indian organizations situ- 

23 ated in urban centers for which contracts have not 

24 been entered into, or grants have not been made, 
under section 503. 


25 
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1 “(2) Purpose.— T he purpose of a contract or 

2 grant made under this section shall be the deter- 

3 mination of the matters described in subsection 

4 (b)(1) in order to assist the Secretary in assessing 

5 the health status and health care needs of urban In- 

6 dians in the urban center involved and determining 

7 whether the Secretary should enter into a contract 

8 or make a grant under section 503 with respect to 

9 the urban Indian organization which the Secretary 

10 has entered into a contract with, or made a grant 

1 1 to, under this section. 

12 “(b) Requirements.— Any contract entered into, or 

13 grant made, by the Secretary under this section shall in- 

14 dude requirements that — 

15 “(1) the urban Indian organization successfully 

16 undertake to — 

17 "(A) document the health care status and 

18 unmet health care needs of urban Indians in 

19 the urban center involved; and 

20 “(B) with respect to urban Indians in the 

21 urban center involved, determine the matters 

22 described in paragraphs (2), (3), (4), and (7) of 

23 section 503(b); and 

24 


25 


“(2) the urban Indian organization complete 
performance of the contract, or cany out the re- 
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1 quirements of the grant, within 1 year after the date 

2 on which the Secretary and such organization enter 

3 into such contract, or within 1 year after such orga- 

4 nization receives such grant, whichever is applicable. 

5 “(c) Limitation on Renewal.— T he Secretary may 

6 not renew any contract entered into, or grant made, under 

7 this section. 

8 "SEC. 506. EVALUATIONS; RENEWALS. 

9 “(a) Procedures.— T he Secretary, acting through 

10 the Service, shall develop procedures to evaluate eompli- 

1 1 ance with grant requirements under this title and compli* 

12 ance with, and performance of contracts entered into by 

13 urban Indian organizations under this title. Such proee- 

14 dures shall include provisions for earning out the require- 

15 ments of this section. 

16 “(b) Compliance with Terms.— T he Secretary, 

17 acting through the Senice, shall evaluate the compliance 

18 of each urban Indian organization which has entered into 

19 a contract or received a grant under section 503 with the 

20 terms of such contract of grant. For purposes of an eval- 

21 uation under this subsection, the Secretary, in determin- 

22 ing the capacity of an urban Indian organization to deliver 

23 quality patient care shall, at tire option of the 

24 organization — 
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1 “(1) conduct, through the Service, an annual 

2 onsite evaluation of the organization; or 

3 “(2) accept, in lieu of an onsite evaluation, evi- 

4 deuce of the organization’s provisional or full accred- 

5 itation by a private independent entity recognized by 

6 the Secretary for purposes of conducting quality re- 

7 views of providers participating in the medicare pro- 

8 gram under Title XVIII of the Social Security Act 

9 “(c) Noncompliance.— 

10 “(1) In oeneral.— I f, as a result of the eval- 

1 1 nations conducted under this section, the Secretary 

12 determines that an urtran Indian organization has 

13 not complied with the requirements of a grant or 

14 complied with or satisfactorily performed a contract 

15 under section 503, the Secretary' shall, prior to re- 

16 newing such contract or grant, attempt to resolve 

17 with such organization the areas of noncompliance 

18 or unsatisfactory performance and modify such con- 

19 tract or grant to prevent fbture occurrences of such 

20 noncompliance or unsatisfactory performance. 

21 “(2) Nonrenewal.— I f the Secretary- deter- 

22 mines, under an evaluation under this section, that 

23 noncompliance or unsatisfactory performance cannot 

24 be resolved and prevented in the future, the Sec- 

25 re tan- shall not renew such contract or grant with 
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1 such organization and is authorized to enter into a 

2 contract or make a grant under section 503 with an- 

3 other urban Indian organization which is situated in 

4 the same urban center as the urban Indian organiza- 

5 lion whose contract or grant is not renewed under 

6 this section. 

7 “(d) Determination of Renewal.— In determin- 

8 ing whether to renew a contract or grant with an urban 

9 Indian organization under section 503 which has com- 

10 pleted performance of a contract or grant under section 

1 1 504, the Secretary shall review the records of the urban 

12 Indian organization, the reports submitted under section 

13 507, and, in the case of a renewal of a contract or grant 

14 under section 503, shall consider the results of the onsite 

15 evaluations or accreditation under subsection (b). 

16 -SEC. 50S. OTHER CONTRACT AND GRANT REQUIREMENTS. 

17 “(a) Application of Federal Law. — C ontracts 

18 with urban Indian organizations entered into pursuant to 

19 this title shall be in accorclance with all Federal contract- 

20 ing laws and regulations relating to procurement except 

21 that, in the discretion of the Secretary, such contracts may 

22 be negotiated without advertising and need not conform 

23 to the provisions of the Act of August 24, 1935 (40 U.S.C. 

24 270a, et seq.). 
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1 “(b) Payments —P ayments under any contracts or 

2 grants pursuant to this title shall, notwithstanding any 

3 term or condition of such contract or grant — 

4 “(1) be made in tbeir entirety by the Secretary 

5 to the urban Indian organization by not later than 

6 the end of the first 30 days of the funding period 

7 with respect to which the payments apply, unless the 

8 Secretary determines through an evaluation under 

9 section 505 that the organization is not capable of 

10 administering such payments in their entirety; and 

1 1 “(2) if unexpended by the urban Indian organi- 

12 zation during the fiinding period with respect to 

13 which the payments initially apply, be carried for- 

14 ward for expenditure with respect to allowable or re- 

15 imbursable costs incurred by the organization during 

16 1 or more subsequent fiinding periods without addi- 

17 tional justification or documentation by the organi- 

18 zation as a condition of earning forward the cx- 

19 penditure of such funds. 

20 “(c) Revising or Amending Contract.— N otwith- 

21 standing any provision of law to the contrary, the Sec- 

22 retary may, at the request or consent of an urban Indian 

23 organization, revise or amend any contract entered into 

24 by the Secretary with such organization under this title 

25 as necessary to cany out the purposes of this title. 
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1 “(d) Fair and Uniform Provision of Sbrv- 

2 ICES. — Contracts with, or grants to, urban Indian organi- 

3 cations and regulations adopted pursuant to this title shall 

4 include provisions to assure the fair and uniform provision 

5 to urban Indians of services and assistance under such 

6 contracts or grants by such organizations. 

7 “(e) Eligibility of Urban Indians.— U rban Indi- 

8 ana, as defined in section 4(f), shall be eligible for health 

9 care or referral services provided pursuant to this title. 

10 -SEC. 607. REPORTS AND RECORDS. 

1 1 “(a) Report.— F or each fiscal war during which an 

12 urban Indian organization receives or expends funds pur- 

13 suant to a contract entered into, or a grant received, pur- 

14 suant to this title, such organization shall submit to the 

15 Secretary, on a basis no more frequent than every 6 

16 months, a report including — 

17 “(1) in the case of a contract or grant under 

18 section 503, information gathered pursuant to para- 

19 graph (5) of subsection (a) of such section; 

20 “(2) information on activities conducted by the 

21 organization pursuant to the contract or grant; 

22 “(3) an accounting of the amounts and pur- 

23 poses for which Federal funds were expended; and 

24 “(4) a minimum set of data, using uniformly 

25 defined elements, that is specified by the Secretary, 
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1 after consultations consistent with section 514, with 

2 urban Indian organizations. 

3 “(b) Audits. — T he reports and records of the urban 

4 Indian organization with respect to a contract or grant 

5 under this title shall be subject to audit by the Secretary 

6 and the Comptroller General of the United States. 

7 “(c) Cost of Audit.— T he Secretary shall allow as 

8 a cost of any contract or grant entered into or awarded 

9 under section 502 or 503 the cost of an annual iudeftend- 

10 ent financial audit conducted by — 

11 “(1) a certified public accountant; or 

12 “(2) a certified public accounting firm qualified 

13 to conduct Federal compliance audits. 

14 “SEC. 80S. LIMITATION ON CONTRACT AUTHORITY. 

15 “The authority of the Secretary to enter into con- 

16 tracts or to award grants under this title shall be to the 

17 extent, ami in an amount, provided for in appropriation 

18 Acts. 

19 -SEC. 509. FACILITIES. 

20 “(a) GRANTS.— The Secretary may make grants to 

21 contractors or grant recipients under this title for the 

22 lease, purchase, renovation, construction, or expansion of 

23 facilities, including leased facilities, in order to assist such 

24 contractors or grant recipients in complying with applica- 

25 ble licensure or certification requirements. 


a 
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1 “(b) Loans or Loan Guarantees.— T he Secretary, 

2 acting through the Service or through the Health Re- 

3 sources and Services Administration, may provide loans 

4 to contractors or grant recipients under this title from the 

5 Urban Indian Health Care Facilities Revolving Loan 

6 Fund (referred to in this section as the ‘URLF’) described 

7 in subsection (c), or guarantees for loans, for the construc- 

8 t ion, renovation, expansion, or purchase of health care fa- 

9 cilities, subject to the following requirements: 

10 “(1) The principal amount of a loan or loan 

1 1 guarantee may cover 100 percent of the costs (other 

12 than staffing) relating to the facility, including plan- 

13 fling, design, financing, site land development, con- 

14 struction, rehabilitation, renovation, conversion, 

15 medical equipment, fimiisliings, and capital pur- 

16 chase. 

17 “(2) The total amount of the principal of loans 

18 and loan guarantees, respectively, outstanding at 

19 any one time shall not exceed such limitations as 

20 may be specified in appropriations Acts. 

21 “(3) The loan or loan guarantee may have a 

22 term of the shorter of the estimated usefiil life of the 

23 facility, or 25 years. 

24 “(4) An urban Indian organization may assign, 

25 and the Secretary may accept assignment of, the 
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1 revenue of the organization as security for a loan or 

2 loan guarantee under this subsection. 

3 “(5) The Secretary shall not collect application, 

4 processing, or similar fees from urban Indian organi- 

5 zations applying for loans or loan guarantees under 

6 this subsection. 

7 “(c) Urban Indian Health Care Facilities Rb- 

8 volving Loan Fund.— 

9 “(1) Establishment.— T here is established in 

10 the Treasury of the United States a fund to be 

11 known as the Urban Indian Health Care Facilities 

12 Revolving Loan Fund. The URLF shall consist of — 

13 “(A) such amounts as may be appropriated 

14 to the URLF; 

15 “(B) amounts received from urban Indian 

16 organizations in repayment of loans made to 

17 such organizations under paragraph (2); and 

18 “(C) interest earned on amounts in the 

19 URLF under paragraph (3). 

20 “(2) USE of URLF.— Amounts in the URLF 

21 may be expended by the Secretary, acting through 

22 the Service or the Health Resources and Services 

23 Administration, to make loans available to urban In- 

24 dian organizations receiving grants or contracts 

25 under this title for the purposes, and subject to the 
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1 requirements, described in subsection (b). Amounts 

2 appropriated to the URLF, amounts received from 

3 urban Indian organizations in repayment of loans, 

4 and interest on amounts in the URLF shall remain 

5 available until expended. 

6 “(3) Investments.— T he Secretary of the 

7 Treasury shall invest such amounts of the URLF as 

8 such Secretary determines are not required to meet 

9 current withdrawals from the URLF. Such invest- 

10 ments may be made only in interest-bearing obliga- 

1 1 tions of the United States. For such purpose, such 

12 obligations may be acquired on original issue at the 

13 issue price, or by purchase of outstanding obliga- 

14 tions at the market price. Any obligation acquired by 

15 the URLF may be sold by the Secretary of the 

16 Treasury at the market price. 

17 -SEC. 510. OFFICE OF URBAN INDIAN HEALTH. 

18 "There is hereby established within the Service an 

19 Office of Urban Indian Health which shall be responsible 

20 for— 

21 “(1) carrying out the provisions of this title; 

22 “(2) providing central oversight of the pro- 

23 grams and services authorized under this title; and 

24 “(3) providing technical assistance to urban In- 


25 


dian organizations. 
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1 -SEC 511. GRANTS FOR ALCOHOL AND SUBSTANCE ABUSE 

2 RELATED SERVICES. 

3 “(a) GRANTS. — The Secretary may make grants for 

4 the provision of health-related services in prevention of, 

5 treatment of, rehabilitation of, or school and community- 

6 based education in, alcohol and substance abuse in urban 

7 centers to those urban Indian organizations with whom 

8 the Secretary has entered into a contract under this title 

9 or under section 201. 

10 “(b) Goals of Grant. — E ach grant made pursuant 

11 to subsection (a) shall set forth the goals to be accom- 

12 plished pursuant to the grant. The goals shall be specific 

13 to each grant as agreed to between the Secretary and the 

14 grantee. 

15 “(c) CRITERIA.— The Secretary shall establish cri- 

16 tcria for the grants made under subsection (a), including 

1 7 criteria relating to the — 

18 “(1) size of the urban Indian population; 

19 “(2) capability of the organization to adequately 

20 l>erform the activities required under the grant; 

21 “(3) satisfactory' performance standards for the 

22 organization in meeting the goals set forth in such 

23 grant, which standards shall be negotiated and 

24 agreed to between the Secretary and the grantee on 

25 a grant-by-grant basis; and 

26 “(4) identification of need for services. 
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1 The Secretary shall develop a methodology for allocating 

2 grants made pursuant to this section based on such cri- 

3 teria. 

4 “(d) Treatment of Funds Received by Urban 

5 Indian Organizations.— A ny funds received by an 

6 urban Indian organization under this Act for substance 

7 abuse prevention, treatment, and rehabilitation shall be 

8 subject to the criteria set forth in subsection (c). 

9 “SEC. 611. TREATMENT OF CERTAIN DEMONSTRATION 

10 PROJECTS. 

1 1 “(a) Oklahoma City Clinic.— 

12 “(1) In oeneral.— Notwithstanding any other 

13 provision of law, the Oklahoma City Clinic dem- 

14 onstration project shall be treated as a service unit 

15 in the allocation of resources and coordination of 

16 care and shall not be subject to the provisions of the 

17 Indian Self-Determination and Education Assistance 

18 Act for the term of such projects. The Secretary 

19 shall provide assistance to such projects in the devel- 

20 opment of resources and equipment and facility 

21 needs. 

22 “(2) Report.— T he Secretary shall submit to 

23 the President, for inclusion in the report required to 

24 be submitted to the Congress under section 801 for 

25 fiscal year 1999, a report on the findings and con- 
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1 elusions derived from the demonstration project 

2 specified in paragraph (1). 

3 “(b) Tulsa Clinic. — N otwithstanding any other 

4 provision of law, the Tulsa Clinic demonstration project 

5 shall become a permanent program within the Service’s 

6 direct care program and continue to be treated as a service 

7 unit in the allocation of resources and coordination of 

8 care, and shall continue to meet the requirements and 

9 definitions of an uiban Indian organization in this title, 

10 and as such will not be subject to the provisions of the 

1 1 Indian Self-Determination and Education Assistance Act. 

12 -SEC. SIS. URBAN N1AAA TRANSFERRED PROGRAMS. 

13 “(a) Grants and Contracts.— T he Secretary, act- 

14 ing through the Office of Urban Indian Health of the 

1 5 Service, shall make grants or enter into contracts, effective 

16 not later than September 30, 2001, with urban Indian or- 

17 ganizations for the administration of urban Indian alcohol 

18 programs that were originally established under the Na- 

19 tional Institute on Alcoholism and Alcohol Abuse (referred 

20 to in this section to as ‘NLAAA’) and transferred to the 

21 Service. 

22 “(b) Use of Funds.— G rants provided or contracts 

23 entered into under this section shall be used to provide 

24 support for the continuation of alcohol prevention and 

25 treatment services for urban Indian populations and such 
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1 other objectives as are agreed upon between the Service 

2 and a recipient of a grant or contract under this section. 

3 “(c) Eligibility. — U rban Indian organizations that 

4 operate Indian alcohol programs originally funded under 

5 N1AAA and subsequently transferred to the Service are 

6 eligible for grants or contracts under this section. 

7 “(d) Evaluation and Report.— T he Secretary 

8 shall evaluate and report to the Congress on the activities 

9 of programs funded under this section at least every 5 

10 years. 

11 "SEC 814. CONSULTATION WTTH URBAN INDIAN ORGANIZA- 

12 TIONS. 

13 “(a) IN General.— T he Secretary shall ensure that 

14 the Service, the Health Care Financing Administration, 

15 and other operating divisions and staff divisions of the De- 

16 partment consult, to the maximum extent practicable, with 

17 urban Indian organizations (as defined in section 4) prior 

18 to taking any action, or approving Federal financial assist- 

19 ance for any action of a State, that may affect urban Indi- 

20 ans or urban Indian organizations. 

21 “(b) Requirement.— I n subsection (a), the term 

22 ‘consultation’ means the open and free exchange of infor- 

23 mation and opinion among urban Indian organizations 

24 and the operating and staff divisions of the Department 

25 which leads to mutual understanding and comprehension 
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1 and which emphasizes trust, respect, and shared respon- 

2 ability. 

3 “8EC. 515. FEDERAL TORT CLAIMS ACT COVERAGE. 

4 “For purposes of section 224 of the Public Health 

5 Service Act (42 U.S.C. 233), with respect to claims by 

6 any person, initially filed on or after October 1, 1999, 

7 whether or not such person is an Indian or Alaska Native 

8 or is served on a fee basis or under other circumstances 

9 as permitted by Federal law or regulations, for |>ersonal 

10 injury (including death) resulting from the performance 

11 prior to, including, or after October 1, 1999, of medical, 

12 surgical, dental, or related functions, including the con- 

13 duct of clinical studies or investigations, or for purposes 

14 of section 2679 of title 28, United States Code, with re- 

15 spect to claims by any such person, on or after October 

16 1, 1999, for personal injury (including death) resulting 

17 fro m the operation of an emergency motor vehicle, an 

18 urban Indian organization that has entered into a contract 

19 or received a grant pursuant to this title is deemed to be 

20 part of the Public Health Service while earning out any 

21 such contract or grant and its employees (including those 

22 acting on behalf of the organization as provided for in sec- 

23 tion 2671 of title 28, United States Code, and including 

24 an individual who provides health care services pursuant 

25 to a personal services contract with an urban Indian orga- 

•ernmm 
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1 nization for the provision of services in any facility owned, 

2 operated, or constructed under the jurisdiction of the In- 

3 dian Health Service) are deemed employees of the Service 

4 while acting within the scope of their employment in carry- 

5 ing out the contract or grant, except that such employees 

6 shall be deemed to be acting within the scope of their em- 

7 ployment in carrying out the contract or grant when they 

8 are required, by reason of their employment, to |>erform 

9 medical, surgical, dental or related functions at a facility 

10 other than a facility o|»erated by the urban Indian organi- 

1 1 zation pursuant to such contract or grant, but only if such 

12 employees are not compensated for the performance of 

13 such functions by a penton or entity other than the urban 

14 Indian organization. 

15 "SEC. 516. URBAN YOUTH TREATMENT CENTER DEM- 

16 ONSTRATION. 

17 “(a) Construction and Operation.— T he Sec- 

18 retary, acting through the Service, shall, through grants 

19 or contracts, make payment for the construction and oj>er- 

20 ation of at least 2 residential treatment centers in each 

21 State described in subsection (b) to demonstrate the provi- 

22 sion of alcohol and substance abuse treatment services to 

23 urban Indian youth in a culturally competent residential 

24 setting. 
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1 “(b) States. — A Stale described in this subsection 

2 is a State in which — 

3 “(1) there reside urban Indian youth with a 

4 need for alcohol and substance abuse treatment serv- 

5 ices in a residential setting; and 

6 “(2) there is a significant shortage of culturally 

7 competent residential treatment services for urban 

8 Indian youth. 

9 -SEC 517. U8E OP FEDERAL GOVERNMENT FACILITIES AND 

10 SOURCE8 OP SUPPLY. 

11 “(a) In General.— T he Secretary shall permit an 

12 urban Indian organization that has entered into a contract 

13 or received a grant pursuant to this title, in carrying out 

14 such contract or grant, to use existing facilities and all 

15 equipment therein or pertaining thereto and other |>er- 

16 sonal property owned by the Federal Government within 

17 the Secretary’s jurisdiction under such terms and condi- 

18 tions as may be agreed upon for their use and mainte- 

19 nance. 

20 “(b) Donation of Property.— Subject to sub- 

21 section (d), the Secretary may donate to an urban Indian 

22 organization that has entered into a contract or received 

23 a grant pursuant to this title any personal or real property 

24 determined to be excess to the needs of the Service or the 
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1 General Services Administration for purposes of carrying 

2 out the contract or grant. 

3 “(c) Acquisition of Property.— T he Secretary 

4 may acquire excess or surplus government personal or real 

5 property for donation, subject to subsection (d), to an 

6 urban Indian organization that has entered into a contract 

7 or received a grant pursuant to this title if the Secretary 

8 determines that the property is appropriate for use by the 

9 urban Indian organization for a purpose for which a con- 

10 tract or grant is authorized under this title. 

1 1 “(d) Priority.— I n the event that the Secretary re- 

12 ceives a request for a specific item of personal or real 

13 property described in subsections (b) or (c) from an urban 

14 Indian organization and from an Indian tribe or tribal or- 

15 ganization, the Secretary shall give priority to the request 

16 for donation to the Indian tribe or tribal organization if 

17 the Secretary receives the request from the Indian tribe 

18 or tribal organization before the date on which the Sec- 

19 rotary transfers title to the property or, if earlier, the date 

20 on which the Secretary transfers the property physically, 

21 to the urban Indian organization. 

22 “(e) Relation to Federal Sources of Sup- 


23 PLY.— For purposes of section 201(a) of the Federal 

24 Property and Administrative Services Act of 1949 (40 

25 U.3.C. 481(a)) (relating to Federal sources of supply, in- 
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1 eluding lodging providers, airlines, and other transpor- 

2 tation providers), an urban Indian organization that has 

3 entered into a contract or received a grant pursuant to 

4 this title shall be deemed an executive agency when carry- 

5 ing out such contract or grant, and the employees of the 

6 urban Indian organization shall be eligible to have access 

7 to such sources of supply on the same basis as employees 

8 of an executive agency have such access. 

9 -8EC. 518. GRANTS FOR DIABETES PREVENTION, TREAT- 

10 MENT AND CONTROL 

1 1 “(a) Authority.— T he Secretary may make grants 

12 to those urban Indian organizations that have entered into 

13 a contract or have received a grant under this title for 

14 the provision of services for the prevention, treatment, and 

15 control of the complications resulting from, diabetes 

16 among urban Indians. 

17 “(b) Goals. — E ach grant made pursuant to sub- 

18 section (a) shall set forth the goals to be accomplished 

19 under the grant. The goals shall be specific to each grant 

20 as agreed upon between the Secretary and the grantee. 

21 “(c) Criteria.— T he Secretary shall establish cri- 

22 teria for the awarding of grants made under subsection 

23 (a) relating to— 

24 “(1) the size and location of the urban Indian 

25 population to be served; 
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1 “(2) the need for the prevention of, treatment 

2 of, and control of the complications resulting from 

3 diabetes among the urban Indian population to be 

4 served; 

5 “(3) performance standards for the urban In- 

6 dian organization in meeting the goals set forth in 

7 such grant that are negotiated and agreed to by the 

8 Secretary and the grantee; 

9 “(4) the capability of the urban Indian organi- 

10 ration to adequately perform the activities required 

1 1 under the grant; and 

12 “(5) the willingness of the urban Indian organi- 

13 ration to collaborate with the registry, if any, es tab- 

14 Halted by the Secretary under section 204(e) in the 

15 area office of the Service in which the organization 

16 is located. 

17 “(d) Application of Criteria.— Any funds re- 

18 ceived by an urban Indian organization under this Act for 

19 the prevention, treatment, and control of diabetes among 

20 urban Indians shall be subject to the criteria developed 

21 by the Secretary under subsection (c). 

22 “SEC 61t. COMMUNITY HEALTH REPRESENTATIVES. 

23 “The Secretary, acting through the Service, may 

24 enter into contracts with, and make grants to, urban In- 

25 dian organizations for the use of Indians trained as health 
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1 service providers through the Community Health Rep- 

2 resentatives Program under section 107(b) in the provi- 

3 sion of health care, health promotion, and disease preven- 

4 tion services to urban Indians. 

5 "SEC. 5*). REGULATIONS. 

6 “(a) Effect of Title.— T his title shall be effective 

7 on the date of enactment of this Act regardless of whether 

8 the Secretary has promulgated regulations implementing 

9 this title. 

10 “(b) Promulgation.— 

11 “(1) In GENERAL. — The Secretary may promul- 

12 gate regulations to implement the provisions of this 

13 title. 

14 “(2) Publication. — P roposed regulations to 

15 implement this title shall be published by the Sec- 

16 retary in the Federal Register not later than 270 

17 .days after the date of enactment of this Act and 

18 shall have a comment period of not less than 120 

19 days. 

20 “(3) Expiration of authority.— T he author- 

21 ity to promulgate regulations under this title shall 

22 expire on the date that is 18 months after the date 

23 of enactment of this Act. 

24 “(c) Negotiated Rulemaking Committee.— A ne- 

25 gotiated rulemaking committee shall be established pursu- 
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1 ant to section 565 of title 5, United States Code, to carry 

2 out this section and shall, in addition to Federal represent- 

3 atives, have as the majority of its members representatives 

4 of urban Indian organizations from each service area. 

5 “(d) Adaption of Procedures.— The Secretary 

6 shall adapt the negotiated rulemaking procedures to the 

7 unique context of this Act. 

8 “SEC. ML AUTHORIZATION OF APPROPRIATIONS. 

9 "There is authorized to be appropriated such sums 
10 as may be necessary for each fiscal year through fiscal 


1 1 year 2012 to carry out this title. 


12 

13 

14 

15 

16 

17 

18 

19 
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22 

23 

24 
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“TITLE VI— ORGANIZATIONAL 
IMPROVEMENTS 


•SEC. Ml. ESTABLISHMENT OF THE INDIAN HEALTH SERV- 
ICE AS AN AGENCY OF THE PUBLIC HEALTH 
SERVICE. 

“(a) Establishment.— 

“(1) In OENERAL.— In order to more effectively 
and efficiently cany out the responsibilities, authori- 
ties, and functions of the United States to provide 
health care services to Indians and Indian tribes, as 
are or may be hereafter provided by Federal statute 
or treaties, there is established within the Public 
Health Service of the Department the Indian Health 
Service. 
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1 “(2) Assistant secretary of Indian 

2 health. — The Service shall be administered by an 

3 Assistance Secretary of Indian Health, who shall be 

4 appointed by the President, by and with the advice 

5 and consent of the Senate. The Assistant Secretary 

6 shall report to the Secretary. Effective with respect 

7 to an individual appointed by the President, by and 

8 with the advice and consent of the Senate, after 

9 January’ 1, 1993, the term of service of the Assist* 

10 ant Secretary shall be 4 years. An Assistant Sec- 

1 1 retary may serve more than 1 term. 

1 2 “(b) AGENCY.— The Service shall be an agency within 

13 the Public Health Service of the Department, and shall 

14 not be an office, component, or unit of any other agency 

15 of the Department. 

16 “(c) Functions and Duties.— The Secretaiy shall 

17 carry out through the Assistant Secretary of the Service — 

18 “(1) all functions which were, on the day before 

19 the date of enactment of the Indian Health (’are 

20 Amendments of 1988, carried out by or under the 

21 direction of the individual serviug as Director of the 

22 Service on such day; 

23 “(2) all functions of the Secretary relating to 

24 the maintenance and operation of hospital and 

25 health facilities for Indians and the planning for, 


•8 MM 18 
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1 and provision and utilization of, health services for 

2 Indians; 

3 “(3) all health programs under which health 

4 care is provided to Indiaits based upon their status 

5 as Indians which are administered by the Secretary, 

6 including programs under — 

7 “(A) this Act; 

8 “(B) the Act of November 2, 1921 (25 

9 U.S.C. 13); 

10 “(C) the Act of August 5, 1954 (42 U.S.C. 

11 2001, et seq.); 

12 “(D) the Act of August 16, 1957 (42 

13 U.S.C. 2005 et seq.); and 

14 “(E) the Indian Self-Determination Act 

15 (25 U.8.C. 450f, et seq.); and 

16 “(4) all scholarship and loan functions carried 

17 out under title I. 

18 “(d) Authority.— 

19 “(1) In oeneral.— The Secretary, acting 

20 through the Assistant Secretary, shall have the 

21 authority — 

22 “(A) except to the extent provided for in 

23 paragraph (2), to appoint and compensate em- 

24 ployees for the Service in accordance with title 

25 5, United States Code; 

•s *sm a 
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1 “(B) to enter into contracts for the pro- 

2 cure men t of goods and services to cam' out the 

3 functions of the Service; and 

4 “(C) to manage, expend, and obligate all 

5 funds appropriated for the Service. 

6 “(2) Personnel actions.— N otwithstanding 

7 any other provision of law, the provisions of section 

8 12 of the Act of June 18, 1934 (48 Slat. 986; 25 

9 U.S.C. 472), shall apply to all personnel actions 

10 taken with respect to new positions created within 

11 the Service as a result of its establishment under 

12 subsection (a). 

13 "SEC. tOS. AUTOMATED MANAGEMENT INFORMATION SY8- 

14 TEM. 

15 “(a) Establishment.— 

16 “(1) In GENERAL. — The Secretary, in consulta- 

17 tion with tribes, tribal organizations, and urban In- 

18 dian organizations, shall establish an automated 

19 management information system for the Service. 

20 “(2) Requirements ok system.— T he infor- 

21 mation system established under paragraph (1) shall 

22 include— 

23 “(A) a financial management system; 

“(B) a patient care information system; 


24 
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1 “(C) a privacy component that protects the 

2 privacy of patient information; 

3 “(D) a services-based cost accounting com- 

4 ponent that provides estimates of the costs as- 

5 sociated with the provision of specific medical 

6 treatments or services in each area office of the 

7 Service; 

8 “(E) an interface mechanism for patient 

9 billing and accounts receivable system; and 

10 “(F) a training component. 

1 1 "(b) Provision ok Systems to Tribes and Oroa- 

12 N1ZATI0NS. — The Secretary shall provide each Indian 

13 tribe and tribal organization that provides health services 

14 under a contract entered into with the Service under the 

15 Indian Self-Determination Act automated management in- 

16 formation systems which — 

17 “(1) meet the management information needs 

18 of such Indian tribe or tribal organization with re- 

19 sped to the treatment by the Indian tribe or tribal 

20 organization of patients of the Service; and 

21 “(2) meet the management information needs 

22 of the Service. 

23 “(c) Access to Records.— N otwithstanding any 

24 other provision of law, each patient shall have reasonable 
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1 access to the medical or health records of such patient 

2 which are held by, or on behalf of, the Service. 

3 “(d) Authority To Enhance Information Tech- 

4 NOLOGY.— The Secretary’, acting through the Assistant 

5 Secretary, shall have the authority to enter into contracts, 

6 agreements or joint ventures with other Federal agencies, 

7 States, private and nonprofit organizations, for the pur- 

8 pose of enhancing information technolof^ in Indian health 

9 programs and facilities. 

10 "SEC. 003. AUTHORIZATION 07 APPROPRIATIONS. 

11 “There is authorized to be appropriated such sums 

12 as may be necessary for each fiscal year through fiscal 

1 3 year 2012 to carry out this title. 

14 “TITLE Vn— BEHAVIORAL 

is HEALTH PROGRAMS 

16 "SEC. 701. BEHAVIORAL HEALTH PREVENTION AND TREAT- 

17 MENT SERVICES. 

18 “(a) Purposes. — I t is the purpose of this section 

19 to- 

20 “(1) authorize and direct the Secretary, acting 

21 through the Service, Indian tribes, tribal organiza- 

22 tions, and urban Indian organizations to develop a 

23 comprehensive behavioral health prevention and 

24 treatment program which emphasizes collaboration 
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1 among alcohol and substance abuse, social services, 

2 and mental health programs; 

3 “(2) provide information, direction and guid- 

4 ance relating to mental illness and dysfunction and 

5 self-destructive behavior, including child abuse and 

6 family violence, to those Federal, tribal, State and 

7 local agencies responsible for programs in Indian 

8 communities in areas of health care, education, so- 

9 cial services, child and family welfare, alcohol and 

10 substance abuse, law enforcement and judicial serv- 

11 ices; 

12 “(3) assist Indian tribes to identify services and 

13 resources available to address mental illness and 

14 dysfunctional and self-destructive behavior; 

15 “(4) provide authority and opportunities for In- 

16 dian tribes to develop and implement, and coordinate 

17 with, community-based programs which include iden- 

18 tification, prevention, education, referral, and treat- 

19 ment services, including through multi-disciplinary 

20 resource teams; 

21 “(5) ensure that Indians, as citizens of the 

22 United States and of the States in which they re- 

23 side, have the same access to behavioral health serv- 

24 ices to which all citizens have access; and 
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1 “(6) modify or supplement existing programs 

2 and authorities in the areas identified in paragraph 

3 (2). 

4 "(b) Behavioral Health Planning.— 

5 "(1) Area-wide plans.— T he Secretary, acting 

6 through the Service, Indian tribes, tribal organiza- 

7 tions, and urban Indian organizations, shall encour- 

8 age Indian tribes and tribal organizations to develop 

9 tribal plans, encourage urban Indian organizations 

10 to develop local plans, and encourage all such groups 

1 1 to partidi>ate in developing area-wide plans for In- 

12 dian Behavioral Health Services. The plans shall, to 

13 the extent feasible, include — 

14 "(A) an assessment of the sco|>c of the 

15 problem of alcohol or other substance abuse, 

16 mental illness, dysfunctional and self-destruc- 

17 tive behavior, including suicide, child abuse and 

18 family violence, among Indians, including — 

19 "(i) the number of Indians served who 

20 are directly or indirectly affected by such 

21 illness or behavior, and 

22 "(ii) an estimate of the financial and 

23 human cost attributable to such illness or 

24 behavior; 
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1 ‘‘(B) an assessment of the existing and ad- 

2 ditional resources necessary for the prevention 

3 and treatment of such illness and behavior, in- 

4 eluding an assessment of the progress toward 

5 achieving the availability of the full continuum 

6 of care described in subsection (c); and 

7 “(C) an estimate of the additional funding 

8 needed by the Service, Indian tribes, tribal or- 

9 ganizations and urban Indian organizations to 

10 meet their responsibilities under the plans. 

11 “(2) National clearinghouse.—' T he Sec- 

12 retary shall establish a national clearinghouse of 

13 plans and reports on the outcomes of such plans de- 

14 velopcd under this section by Indian tribes, tribal or- 

15 ganizations and by areas relating to behavioral 

16 health. The Secretary shall ensure access to such 

17 plans and outcomes by any Indian tribe, tribal orga- 

18 nization, urban Indian organization or the Service. 

19 “(3) Technical assistance.— T he Secretary 

20 shall provide technical assistance to Indian tribes, 

21 tribal organizations, and urban Indian organizations 

22 in preparation of plans under this section and in de- 

23 veloping standards of care that may be utilized and 

24 adopted locally. 
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1 “(c) Continuum of Care.— T he Secretary, acting 

2 through the Service, Indian tribes and tribal organiza- 

3 tions, shall provide, to the extent feasible and to the extent 

4 that funding is available, for the implementation of pro- 

5 grams including — 

6 “(1) a comprehensive continuum of behavioral 

7 health care that provides for — 

8 “(A) community based prevention, inter- 

9 vention, outpatient and behavioral health 

10 aftercare; 

1 1 “(B) detoxification (social and medical); 

12 “(C) acute hospitalization; 

13 “(D) intensive outpatient or day treat- 

14 ment; 

15 “(E) residential treatment; 

16 “(F) transitional living for those needing a 

17 temporary stable living environment that is sup- 

18 portive of treatment or recovery goals; 

19 “(0) emergency shelter; 

20 “(H) intensive case management; and 

21 “(I) traditional health care practices; and 

22 “(2) behavioral health services for particular 

23 populations, including — 
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“(A) for persons from birth through age 
17, child behavioral health services, that 
include — 

“(i) pre-school and school age fetal al- 
cohol disorder services, including assess- 
ment and behavioral intervention); 

“(ii) mental health or substance abuse 
services (emotional, organic, alcohol, drug, 
inhalant and tobacco); 

“(iii) services for co-occurring dis- 
orders (multiple diagnosis); 

“(iv) prevention services that arc fo- 
cused on individuals ages 5 years through 
10 years (alcohol, drug, inhalant and to- 
bacco); 

“(v) early intervention, treatment and 
aftercare services that are focused on indi- 
viduals ages 11 years through 17 years; 

“(vi) healthy choices or life style serv- 
ices (related to STD's, domestic violence, 
sexual abuse, suicide, teen pregnancy, obe- 
sity, and other risk or safety issues); 

“(vii) co-morbidity services; 
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“(B) for persons ages 18 years through 55 
years, adult behavioral health services that 
include — 

“(i) early intervention, treatment and 
aftercare services; 

“(ii) mental health and substance 
abuse services (emotional, alcohol, drug, 
inhalant and tobacco); 

“(iii) services for co-occurring dis- 
orders (dual diagnosis) and co-morbidity; 

“(iv) healthy choices and life style 
services (related to parenting, partners, do- 
mestic violence, sexual abuse, suicide, obe- 
sity, and other risk related behavior); 

“(v) female specific treatment services 
for — 

“(I) women at risk of giving 
birth to a child with a fetal alcohol 
disorder, 

“(II) substance abuse requiring 
gender specific services; 

“(III) sexual assault and domes- 
tic violence; and 

“(IV) healthy choices ai»d life 


25 


style (parenting, partners, obesity, 
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suicide and other related behavioral 
risk); and 

“(vi) male specific treatment services 
for — 

“(I) substance abuse requiring 
gender specific services; 

“(II) sexual assault and domestic 
violence; and 

“(in) healthy choices and life 
style (parenting, partners, obesity, 
suicide and other risk related behav- 
ior); 

“(C) family behavioral health services, 
including — 

“(i) early intervention, treatment and 
aftercare for affected families; 

“(ii) treatment for sexual assault and 
domestic violence; and 

“(iii) healthy choices and life style (re- 
lated to parenting, |>artners, domestic vio- 
lence and other abuse issues); 

“(D) for persons age 56 years and older, 
elder behavioral health services including — 

“(i) early intervention, treatment and 


25 


aftercare services that include — 
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“(I) mental health and substance 
abuse services (emotional, alcohol, 
drug, inhalant and tobacco); 

“(II) services for co-occurring 
disorders (dual diagnosis) and co-mor- 
bidity; and 

“(III) healthy choices and life 
style services (managing conditions re- 
lated to aging); 

“(ii) elder women specific services 
that include — 

“(I) treatment for substance 
abuse requiring gender specific serv- 
ices and 

“(II) treatment for sexual as- 
sault, domestic violence and neglect; 
“(hi) elder men specific services that 
include — 

“(I) treatment for substance 
abuse requiring gender specific sen- 
ices; and 

“(II) treatment for sexual as- 
sault, domestic violence and neglect; 
and 
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1 “(iv) services for dementia regardless 

2 of cause. 

3 “(d) Community Behavioral Health Plan. — 

4 “(1) In general. — T he governing body of any 

5 Indian tribe or tribal organization or urban Indian 

6 organization may, at its discretion, adopt a resolu- 

7 lion for the establishment of a community behavioral 

8 health plan providing for the identification and co- 

9 ordination of available resources and programs to 

10 identify, prevent, or treat alcohol and other sub- 

11 stance abuse, mental illness or dysfunctional and 

12 self-destructive behavior, including child abuse and 

13 family violence, among its members or its service 

14 imputation. Such plan should include behavioral 

15 health services, social services, intensive outpatient 

16 services, and continuing after care. 

17 “(2) Technical assistance.— I n furtherance 

18 of a plan established pursuant to paragraph (1) and 

19 at the request of a tribe, the appropriate agency, 

20 service unit, or other officials of the Bureau of In- 

21 dian Affaire and the Service shall cooperate with, 

22 and provide technical assistance to, the Indian tribe 

23 or tribal organization in the development of a plan 

24 under paragraph (1). Upon the establishment of 

25 such a plan and at the request of the Indian tribe 


is 
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1 or tribal organization, such officials shall cooperate 

2 with the Indian tribe or tribal organization in the 

3 implementation of such plan. 

4 “(3) Funding. — T he Secretary, acting through 
3 the Service, may make funding available to Indian 

6 tribes and tribal organizations adopting a resolution 

7 pursuant to paragraph (1) to obtain technical assist- 

8 ance for the development of a community behavioral 

9 health plan and to provide administrative support in 

10 the implementation of such plan. 

1 1 “(e) Coordinated Planning. — T he Secretary, act- 

12 ing through the Service, Indian tribes, tribal organiza- 

13 tions, and urban Indian organizations shall coordinate be- 

14 havioral health planning, to the extent feasible, with other 

15 Federal and State agencies, to ensure that comprehensive 

16 behavioral health services are available to Indians without 

1 7 regard to their place of residence. 

18 “(f) Facilities Assessment— N ot later than 1 

19 year after the date of enactment of this Act, the Secretary, 

20 acting through the Service, shall make an assessment of 

21 the need for inpatient mental health care among Indians 

22 and the availability and cost of inpatient mental health 

23 facilities which can meet such need. In making such as- 

24 sessment, the Secretary shall consider the possible conver- 
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1 sion of existing, under-utilized service hospital beds into 

2 psychiatric units to meet such need. 

3 -8EC 701. MEMORANDUM OF AGREEMENT WITH THE DE- 

4 PARTMENT OF THE INTERIOR. 

5 “(a) In General.— N ot later than 1 year after the 

6 date of enactment of this Act, the Secretary and the Sec- 

7 retary of the Interior shall develop and enter into a memo- 

8 randum of agreement, or review and update any existing 

9 memoranda of agreement as required under section 4205 

10 of the Indian Alcohol and Substance Abuse Prevention 

1 1 and Treatment Act of 1986 (25 U.S.C. 2411), and under 

12 which the Secretaries address — 

13 "(1) the scope and nature of mental illness and 

14 dysfunctional and self-destructive behavior, including 

15 child abuse and family violence, among Indians; 

16 “(2) the existing Federal, tribal, State, local, 

17 and private services, resources, and programs avail- 

18 able to provide mental health services for Indians; 

19 “(3) the unmet need for additional services, re- 

20 sources, and programs necessary to meet the needs 

21 identified pursuant to paragraph (1); 

22 “(4)(A) the right of Indians, as citizens of the 

23 

24 

25 


United States and of the States in which they re- 
side, to have access to mental health services to 
which all citizens have access; 
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1 “(B) the right of Indians to participate in, and 

2 receive the benefit of, such services; and 

3 “(C) the actions necessary to protect the exer- 

4 cise of such right; 

5 “(5) the responsibilities of the Bureau of Indian 

6 Affairs and the Service, including mental health 

7 identification, prevention, education, referral, and 

8 treatment services (including services through multi- 

9 disciplinary resource teams), at the central, area, 

10 and agency and service unit levels to address the 

1 1 problems identified in paragraph (1); 

12 “(6) a strategy for the comprehensive coordina- 

13 tion of the mental health services provided by the 

14 Bureau of Indian Affairs and the Service to meet 

15 the needs identified pursuant to paragraph (1), 

16 including — 

17 “(A) the coordination of alcohol and sub- 

18 stance abuse programs of the Service, the Bu- 

19 reau of Indian Affairs, and the various Indian 

20 tribes (developed under the Indian Alcohol and 

21 Substance Abuse Prevention and Treatment 

22 Act of 1986) with the mental health initiatives 

23 pursuant to this Act, particularly with respect 

24 to the referral and treatment of dually-diag- 
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1 nosed individuals requiring mental health and 

2 substance abuse treatment; and 

3 "(B) ensuring that Bureau of Indian Af- 

4 fairs and Service programs and services (includ- 

5 ing multidisciplinary resource teams) address- 

6 ing child abuse and family violence are coordi- 

7 nated with such non- Federal programs and 

8 services; 

9 "(7) direct appropriate officials of the Bureau 

10 of Indian Affairs and the Service, particularly at the 

11 agency and service unit levels, to cooperate fully 

12 with tribal requests made pursuant to community 

13 behavioral health plans adopted under section 701(c) 

14 and section 4206 of the Indian Alcohol and Sub- 

15 stance Abuse Prevention and Treatment Act of 1986 

16 (25 U.S.C. 2412); and 

17 “(8) provide for an annual review of such 

18 agreement by the 2 Secretaries and a report which 

19 shall be submitted to Congress and made available 

20 to the Indian tribes. 

21 “(b) Specific Provisions.— T he memorandum of 

22 agreement updated or entered into pursuant to subsection 

23 (a) shall include specific provisions pursuant to which the 

24 Service shall assume responsibility for — 
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1 “(1) the determination of the scope of the prob- 

2 lem of alcohol and substance abuse among Indian 

3 people, including the number of Indians within the 

4 jurisdiction of the Service who are directly or indi- 

5 rectly affected by alcohol and substance abuse and 

6 the financial and human cost; 

7 “(2) an assessment of the existing and needed 

8 resources necessary for the prevention of alcohol and 

9 substance abuse and the treatment of Indians af- 

10 fected by alcohol and substance abuse; and 

11 "(3) an estimate of the funding necessary to 

12 adequately support a program of prevention of alco- 

13 hoi and substance abuse and treatment of Indians 

14 affected by alcohol and substance abuse. 

15 “(c) Consultation.— The Secretary and the Sec- 

16 retary of the Interior shall, in developing the memoran- 

17 dum of agreement under subsection (a), consult with and 

18 solicit the comments of — 

19 “(1) Indian tribes and tribal organizations; 

20 “(2) Indian individuals; 

21 “(3) urban Indian organizations and other In- 

22 dian organizations; 

23 “(4) behavioral health service providers. 

24 “(d) Publication. — The memorandum of agree- 

25 ment under subsection (a) shall be published in the Fed- 
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1 eral Register. At the same time as the publication of such 

2 agreement in the Federal Register, the Secretary shall 

3 provide a copy of such memorandum to each Indian tribe, 

4 tribal organization, and urban Indian organization. 

5 -SEC 70S. COMPREHENSIVE BEHAVIORAL HEALTH PRE- 

6 VENTION AND TREATMENT PROGRAM. 

7 “(a) Establishment.— 

8 “(1) IN GENERAL.— The Secretary, acting 

9 through the Service, Indian tribes and tribal organi- 

10 zations consistent with section 701, shall provide a 

1 1 program of comprehensive behavioral health preven- 

12 tion and treatment and aftercare, including tradi- 

13 tional health care practices, which shall include — 

14 “(A) prevention, through educational inter- 

15 vcntion, in Indian communities; 

16 “(B) acute detoxification or psychiatric 

17 hospitalization and treatment (residential and 

18 intensive outpatient); 

19 “(C) community-based rehabilitation and 

20 aftercare; 

21 “(D) community education and involve- 

22 ment, including extensive training of health 

23 care, educational, and community-based person- 

24 nel; and 

•6 mm n 
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1 “(E) specialized residential treatment pro- 

2 grams for high risk populations including preg- 

3 riant and post partum women and their chil- 

4 dren. 

5 “(2) Target populations.— T he target popu- 

6 lation of the program under paragraph (1) shall be 

7 members of Indian tribes. Efforts to train and edu- 

8 cate key members of the Indian community shall 

9 target employees of health, education, judicial, law 

10 enforcement, legal, and social service programs. 

1 1 “(b) Contract Health Services.— 

12 “(1) In general.— T he Secretary, acting 

13 through the Service (with the consent of the Indian 

14 tribe to be served), Indian tribes and tribal organize* 

15 tions, may enter into contracts with public or private 

16 providers of behavioral health treatment services for 

17 the purpose of carrying out the program required 

18 under subsection (a). 

19 “(2) Provision of assistance.— I n carrying 

20 out this subsection , the Secretary shall provide as- 

21 sistance to Indian tribes and tribal organizations to 

22 develop criteria for the certification of behavioral 

23 health service providers and accreditation of service 

24 facilities which meet minimum standards for such 

25 services and facilities. 


•s 
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1 “SEC. 704. MENTAL HEALTH TECHNICIAN PROGRAM. 

2 “(a) In General.— U nder the authority of the Act 

3 of November 2, 1921 (25 U.S.C. 13) (commonly known 

4 as the Snyder Act), the Secretary shall establish and 

5 maintain a Mental Health Technician program within the 

6 Service which — 

7 "(1) provides for the training of Indians as 

8 mental health technicians; and 

9 “(2) employs such technicians in the provision 

10 of community-based mental health care that includes 

11 identification, prevention, education, referral, and 

12 treatment services. 

13 “(b) TRAINING. — In carrying out subsection (a)(1), 

14 the Secretary shall provide high standard paraprofessional 

15 training in mental health care necessary to provide quality 

16 care to the Indian communities to be served. Such training 

17 shall be based upon a curriculum developed or approved 

18 by the Secretary which combines education in the theory 

19 of mental health care with supervised practical experience 

20 in the provision of such care. 

21 “(c) Supervision and Evaluation.— T he Sec- 

22 retary shall supervise and evaluate the mental health tech- 

23 nicians in the training program under this section. 

24 “(d) Traditional Care.— The Secretary shall en- 

25 sure that the program established pursuant to this section 

26 involves the utilization and promotion of the traditional 


•« 
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1 Indian health care and treatment practices of the Indian 

2 tribes to be served.- 

3 -8BC 706. LICENSING REQUIREMENT FOR MENTAL 

4 HEALTH CARE WORKERS. 

5 “Subject to section 220, any person employed as a 

6 psychologist, social worker, or marriage and family thera- 

7 pist for the purpose of providing mental health care serv- 

8 ices to Indians in a clinical setting under the authority 

9 of this Act or through a funding agreement pursuant to 

10 the Indian Self-Determination and Education Assistance 

11 Act shall— 

12 “(1) in the case of a person employed as a psy- 

13 chologist to provide health care services, be licensed 

14 as a clinical or counseling psychologist, or working 

15 under the direct supervision of a clinical or counsel- 

16 ing psychologist; 

17 “(2) in the case of a person employed as a so- 

18 rial worker, be licensed as a social worker or work- 

19 ing under the direct supervision of a licensed social 

20 worker; or 

21 “(3) in the case of a person employed as a mar- 

22 riage and family therapist, be licensed as a marriage 

23 and family therapist or working under the direct su- 

24 pervision of a licensed marriage and family thera- 
pist 


25 
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1 “SEC. 70S. INDIAN WOMEN TREATMENT PROGRAMS. 

2 “(a) Funding.— T he Secretary, consistent with sec- 

3 tion 701, shall make funding available to Indian tribes, 

4 tribal organizations and urban Indian organization to de- 

5 velop and implement a comprehensive behavioral health 

6 program of prevention, intervention, treatment, and re- 

7 lapse prevention services that specifically addresses the 

8 spiritual, cultural, historical, social, and child care needs 

9 of Indian women, regardless of age. 

10 “(b) Use OF Funds.— F unding provided pursuant to 

1 1 this section may be used to — 

12 “( 1 ) develop and provide community training, 

13 education, and prevention programs for Indian 

14 women relating to behavioral health issues, including 

15 fetal alcohol disorders; 

16 “( 2 ) identify and provide psychological services, 

17 counseling, advocacy, support, and relapse preven- 

18 tion to Indian women and their families; and 

19 “(3) develop prevention and intervention models 

20 for Indian women which incorporate traditional 

21 health care practices, cultural values, and commu- 

22 nity and family involvement 

23 “(c) Criteria. — T he Secretary, in consultation with 

24 Indian tribes and tribal organizations, shall establish cri- 

25 teria for the review and approval of applications and pro- 

26 posals for funding under this section. 
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1 “(d) Earmark of Certain Funds.— T wenty per- 

2 cent of the amounts appropriated to carry out this section 

3 shall be used to make grants to urban Indian organiza- 

4 tions funded under title V. 

5 -8EC. 707. INDIAN YOUTH PROGRAM. 

6 “(a) Detoxification and Rehabilitation.— T he 

7 Secretary shall, consistent with section 701, develop and 

8 implement a program for acute detoxification and treat- 

9 mcnt for Indian youth that includes behavioral health 

10 services. The program shall include regional treatment 

1 1 centers designed to include detoxification and rehabilita- 

12 tion for both sexes on a referral basis and programs devel- 

13 oped and implemented by Indian tribes or tribal organize* 

14 tions at the local level under the Indian Self-Dctermina- 

15 tion and Education Assistance Act. Regional centers shall 

16 be integrated with the intake and rehabilitation programs 

17 based in the referring Indian community. 

18 “(b) Alcohol and Substance Abuse Treatment 

19 Centers or Facilities.— 

20 “(1) Establishment.— 

21 “(A) In general.— T he Secretary, acting 

22 through the Service, Indian tribes, or tribal or- 

23 ganizations, shall construct, renovate, or, as 

24 necessary, purchase, and appropriately staff 

25 and operate, at least 1 youth regional treatment 

•sums 
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1 center or treatment network in each area under 

2 the jurisdiction of an area office. 

3 “(B) Area office in California— F or 

4 purposes of this subsection, the area office in 

5 California shall be considered to be 2 area of- 

6 fices, 1 office whose jurisdiction shall be consid- 

7 ered to encompass the northern area of the 

8 State of California, and 1 office whose jurisdic- 

9 tion shall be considered to encompass the re- 

10 mainder of the State of California for the pur- 

1 1 pose of implementing California treatment net- 

12 works. 

13 “(2) Funding. — F or the purpose of staffing 

14 and operating centers or facilities under this sub- 

15 section, funding shall be made available pursuant to 

16 the Act of November 2, 1921 (25 U.S.C. 13) (com- 

17 monly known as the Snyder Act). 

18 "(3) Location.— A youth treatment center 

19 constructed or purchased under this subsection shall 

20 be constructed or purchased at a location within the 

21 area described in paragraph (1) that is agreed upon 

22 (by appropriate tribal resolution) by a majority of 

23 the tribes to be served by such center. 

24 “(4) Specific provision of funds.— 


n 
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“(A) IN GENERAL. — Notwithstanding any 
other provision of this title, the Secretary may, 
from amounts authorized to be appropriated for 
the purposes of carrying out this section, make 
funds available to— 

“(i) the Tan aria Chiefs Conference, 
Incorporated, for the purpose of leasing, 
constructing, renovating, operating and 
maintaining a residential youth treatment 
facility in Fairbanks, Alaska; 

“(ii) the Southeast Alaska Regional 
Health Corporation to staff and operate a 
residential youth treatment facility without 
regard to the proviso set forth in section 
4(1) of the Indian Self-Determination and 
Education Assistance Act (25 U.8.C. 
450b(l)); 

“(iii) the Southern Indian Health 
Council, for the purpose of staffing, oper- 
ating, and maintaining a residential youth 

treatment facility in San Diego County, 

# 

California; and 

“(hr) the Navqo Nation, for the staff- 
ing, operation, and maintenance of the 
Four Corners Regional Adolescent Treat- 
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1 ment Center, a residential youth treatment 

2 facility in New Mexico. 

3 “(B) Provision of services to eligi- 

4 BLE YOUTH.— Until additional residential youth 

5 treatment facilities are established in Alaska 

6 pursuant to this section, the facilities specified 

7 in sub|»ragraph (A) shall make every effort to 

8 provide services to all eligible Indian youth re* 

9 siding in such State. 

10 “(c) Intermediate Adolescent Behavioral 

11 Health Services.— 

12 “(1) In general.— T he Secretary, acting 

13 through the Service, Indian Tribes and tribal organi- 

14 zations, may provide intermediate behavioral health 

15 services, which may incorporate traditional health 

16 care practices, to Indian children and adolescents, 

17 including — 

18 “(A) pre-treatment assistance; 

19 “(B) inpatient, outpatient, and after-care 

20 services; 

21 “(Q emergency care; 

22 "(D) suicide prevention and crisis interven- 

23 tion; and 

24 “(E) prevention and treatment of mental 

25 illness, and dysfunctional and -self-destructive 
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behavior, including child abuse and family vio- 
lence. 

“(2) Use OF FUNDS. — Funds provided under 
this subsection may be used — 

“(A) to construct or renovate an existing 
health facility to provide intermediate behav- 
ioral health services; 

“(B) to hire behavioral health profes- 
sionals; 

“(O to staff, operate, and maintain an in- 
termediate mental health facility, group home, 
sober housing, transitional housing or similar 
facilities, or youth shelter where intermediate 
behavioral health services are being provided; 
and 

“(D) to make renovations and hire appro- 
priate staff to convert existing hospital beds 
into adolescent psychiatric units; and 

“(E) intensive home and community based 
services. 

“(3) Criteria.— T he Secretary shall, in con- 
sultation with Indian tribes and tribal organizations, 
establish criteria for the review and approval of ap- 
plications or proposals for funding made available 
pursuant to this subsection. 
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1 “(d) Federally Owned Structures. — 

2 “(1) In general.— T he Secretary, acting 

3 through the Service, shall, in consultation with In- 

4 dian tribes and tribal organizations — 

5 “(A) identify and use, where appropriate, 

6 federally owned structures suitable for local res- 

7 idential or regional behavioral health treatment 

8 for Indian youth; and 

9 “(B) establish guidelines, in consultation 

10 with Indian tribes and tribal organizations, for 

11 determining the suitability of any such Feder- 

12 ally owned structure to be used for local resi- 

13 dentiai or regional behavioral health treatment 

14 for Indian youth. 

15 “(2) Terms and conditions for use of 

16 STRUCTURE. — Any structure described in |>aragraph 

17 (1) may be used under such terms and conditions as 

18 may be agreed upon by the Secretary and the agency 

19 having responsibility for the structure and any In- 

20 dian tribe or tribal organization operating the pro- 

21 gram. 

22 “(e) Rehabilitation and Aftercare Services.— 

23 “(1) IN general.— T he Secretary, an Indian 

24 tribe or tribal organization, in cooperation with the 

25 Secretaiy of the Interior, shall develop and imple- 
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1 ment within each service unit, community-based re- 

2 habitation and follow-up services for Indian youth 

3 who have significant behavioral health problems, and 

4 require long-term treatment, community reintegra- 

5 tion, and monitoring to support the Indian youth 

6 after their return to their home community. 

7 “(2) Administration.— Services under para- 

8 graph (1) shall be administered within each service 

9 unit or tribal program by trained staff within the 

10 community who can assist the Indian youth in con- 

1 1 tinuing development of self-image, positive problem- 

12 solving skills, and nonalcohol or substance abusing 

13 behaviors. Such staff may include alcohol and sub- 

14 stance abuse counselors, mental health professionals, 

15 and other health professionals and paraprofessionals, 

16 including community health representatives. 

17 “(f) Inclusion of Family in Youth Treatment 

18 Program. — In providing the treatment and other services 

19 to Indian youth authorized by this section, the Secretary, 

20 an Indian tribe or tribal organization shall provide for the 

21 inclusion of family members of such youth in the treat- 

22 ment programs or other services as may be appropriate. 

23 Not less than 10 percent of the funds appropriated for 

24 the purposes of carrying out subsection (e) shall be used 
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1 for outpatient care of adult family members related to the 

2 treatment of an Indian youth under that subsection. 

3 “(g) Multidrug Abuse Program — The Secretary, 

4 acting through the Service, Indian tribes, tribal organiza- 

5 tions and urban Indian organizations, shall proride, con- 

6 sistent with section 701, programs and services to prevent 

7 and treat the abuse of multiple forms of substances, in- 

8 eluding alcohol, drugs, inhalants, and tobacco, among In- 

9 dian youth residing in Indian communities, on Indian res- 

10 ervations, and in urban areas and provide appropriate 

1 1 mental health services to address the incidence of mental 

12 illness among such youth. 

13 -SEC. 70S. INPATIENT AND COMMUNITY-BASED MENTAL 

14 HEALTH FACILITIES DESIGN, CONSTRUCTION 

15 AND STAFFING ASSESSMENT. — 

16 “(a) IN General.— N ot later than 1 year after the 

17 date of enactment of this section, the Secretary, acting 

18 through the Service, Indian tribes and tribal organ iza- 

19 tions, shall provide, in each area of the Service, not less 

20 than 1 inpatient mental health care facility, or the equiva- 

21 lent, for Indians with behavioral health problems. 

22 “(b) Treatment of California.— F or purposes of 

23 this section, California shall be considered to be 2 areas 

24 of the Service, 1 area whose location shall be considered 

25 to encompass the northern area of the State of California 



281 


280 

1 and 1 area whose jurisdiction shall be considered to en- 

2 compass the remainder of the State of California. 

3 “(c) Conversion of Certain Hospital Beds. — 

4 The Secretary shall consider the possible conversion of ex- 

5 isting, under-utilized Service hospital beds into psychiatric 

6 units to meet needs under this section.- 

7 -8EC. im. TRAINING AND COMMUNITY EDUCATION. 

8 “(a) Community Education.— 

9 “(1) In general.— T he Secretary, in coopera- 

10 tion with the Secretary of the Interior, shall develop 

1 1 and implement, or provide funding to enable Indian 

12 tribes and tribal organization to develop and imple- 

13 ment, within each service unit or tribal program a 

14 program of community education and involvement 

15 which shall be designed to provide concise and timely 

16 information to the community leadership of each 

17 tribal community. 

18 “(2) EDUCATION. — A program under |>aragraph 

19 (1) shall include education concerning behavioral 

20 health for political leaders, tribal judges, law en- 

21 forcement personnel, members of tribal health and 

22 education boards, and other critical members of each 

23 tribal community. 

24 “(3) Training.— C ommunity-based training 

25 (oriented toward local capacity development) under a 
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1 program under paragraph (1) shall include tribal 

2 community provider training (designed for adult 

3 learners from the communities receiving services for 

4 prevention, intervention, treatment and aftercare). 

5 “(b) Training.— T he Secretary shall, either directly 

6 or through Indian tribes or tribal organization, provide in- 

7 struction in the area of behavioral health issues, including 

8 instruction in crisis intervention and family relations in 

9 the context of alcohol and substance abuse, child sexual 

10 abuse, youth alcohol and substance abuse, and the causes 

1 1 and effects of fetal alcohol disorders, to appropriate em* 

12 ployees of the Bureau of Indian Affairs and the Service, 

13 and to personnel in schools or programs operated under 

14 any contract with the Bureau of Indian Affairs or the 

15 Service, including supervisors of emergency shelters and 

16 halfway houses described in section 4213 of the Indian 

17 Alcohol and Substance Abuse Prevention and Treatment 

18 Act of 1986 (25 U.S.C. 2433). 

19 “(c) Community-Based Training Models.— I n 

20 carrying out the education and training programs required 

21 by this section, the Secretary, acting through the Service 

22 and in consultation with Indian tribes, tribal organiza- 

23 tions, Indian behavioral health experts, and Indian alcohol 

24 and substance abuse prevention experts, shall develop and 
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1 provide community-based training models. Such models 

2 shall address — 

3 “(1) the elevated risk of alcohol and behavioral 

4 health problems faced by children of alcoholics; 

5 “(2) the cultural, spiritual, and 

6 multigenerational aspects of behavioral health prob- 

7 lem p retention and recovery; and 

8 “(3) community-based and multidisciplinary 

9 strategies for preventing and treating behavioral 

10 health problems. 

11 "SEC. 710. BEHAVIORAL HEALTH PROGRAM. 

12 “(a) Programs for Innovative Services.— T he 

13 Secretary, acting through the Service, Indian Tribes or 

14 tribal organizations, consistent with Section 701, may de- 

15 velop, implement, and carry out programs to deliver inno- 

16 vative community-baaed behavioral health services to Indi- 

17 arts. 

18 “(b) Criteria. — T he Secretary may award funding 

19 for a project under subsection (a) to an Indian tribe or 

20 tribal organization and may consider the following criteria: 

21 “(1) Whether the project will address signifi- 

22 cant unmet behavioral health needs among Indians. 

23 “(2) Whether the project will serve a significant 

24 number of Indians. 
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1 “(3) Whether the project has the potential to 

2 deliver services in an efficient and effective manner. 

3 “(4) Whether the tribe or tribal organization 

4 has the administrative and financial capability to ad- 

5 minister the project. 

6 “(5) Whether the project will deliver services in 

7 a manner consistent with traditional health care. 

8 “(6) Whether the project is coordinated with, 

9 and avoids duplication of, existing services. 

10 “(c) Funding Agreements — For purposes of this 

1 1 subsection, the Secretary shall, in evaluating applications 

12 or proposals for funding for projects to be operated under 

13 any funding agreement entered into with the Service 

14 under the Indian Self-Determination Act and Education 

15 Assistance Act, use the same criteria that the Secretary 

16 uses in evaluating any other application or proposal for 

17 such funding. 

18 -SEC. 711. FETAL ALCOBOL DISORDER FUNDING. 

19 “(a) Establishment of Program. — 

20 “(1) In general.— T he Secretary, consistent 

21 with Section 701, acting through Indian tribes, trib- 

22 a) organizations, and urban Indian organizations, 

23 shall establish and operate fetal alcohol disorders 

24 programs as provided for in this section for the pur- 
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poses of meeting the health status objective specified 
in section 3(b). 

“(2) Use of funds.— F unding provided pursu- 
ant to this section shall be used to— 

“(A) develop and provide community and 
in-school training, education, and prevention 
programs relating to fetal alcohol disorders; 

“(B) identify and provide behavioral health 
treatment to high-risk women; 

“(C) identify and provide appropriate edu- 
cational and vocational support, counseling, ad- 
vocacy, and information to fetal alcohol disorder 
affected persons and their families or care- 
takers; 

“(D) develop and implement counseling 
and support programs in schools for fetal alco- 
hol disorder affected children; 

“(E) develop prevention and intervention 
models which incorporate traditional practition- 
ers, cultural and spiritual values and commu- 
nity involvement; 

“(F) develop, print, and disseminate edu- 
cation and prevention materials on fetal alcohol 
disorders; 
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1 “(G) develop and implement, through the 

2 tribal consultation process, culturally sensitive 

3 assessment and diagnostic tools including 

4 dysmorphology clinics and multidisciplinary 

5 fetal alcohol disorder clinics for use in tribal 

6 and urban Indian communities; 

7 “(H) develop early childhood intervention 

8 projects from birth on to mitigate the effects of 

9 fetal alcohol disorders; and 

10 “(I) develop and fund community-based 

1 1 adult fetal alcohol disorder housing and sup}>ort 

12 services. 

13 “(3) Criteria.— T he Secretary shall establish 

14 criteria for the review and approval of applications 

15 for funding under this section. 

16 "(b) Provision of Services.— T he Secretary, act- 

17 ing through the Service, Indian tribes, tribal organizations 

18 and urban Indian organizations, shall — 

19 "(1) develop and provide services for the p re- 

20 vention, intervention, treatment, and aftercare for 

21 those affected by fetal alcohol disorders in Indian 

22 communities; and 

23 “(2) provide supportive services, directly or 

24 through an Indian tribe, tribal organization or urban 

25 Indian organization, including services to meet the 
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1 special educational, vocational, school-to-work transi- 

2 tion, and independent living needs of adolescent and 

3 adult Indians with fetal alcohol disorders. 

4 “(c) Task Force.— 

5 “(1) In general.— The Secretary shall estab- 

6 lish a task force to be known as the Fetal Alcohol 

7 Disorders Task Force to advise the Secretary in car* 

8 tying out subsection (b). 

9 “(2) Composition.— T he task force under 

10 paragraph (1) shall be composed of representatives 

1 1 from the National Institute on Drug Abuse, the Na- 

12 tional Institute on Alcohol and Alcoholism, the Of- 

13 fice of Substance Abuse Prevention, the National In- 

14 stitute of Mental Health, the Service, the Office of 

15 Minority Health of the Department of Health and 

16 Human Services, the Administration for Native 

17 Americans, the National Institute of Child Health 

18 & Human Development, the Centers for Disease 

19 Control and Prevention, the Bureau of Indian Af- 

20 fairs, Indian tribes, tribal organizations, urban In- 

21 dian communities, and Indian fetal alcohol disorders 

22 experts. 

23 “(d) Applied Research. — T he Secretary, acting 

24 through the Substance Abuse and Mental Health Services 

25 Administration, shall make funding available to Indian 
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1 Tribes, tribal organizations and urban Indian organiza- 

2 tions for applied research projects which propose to elevate 

3 the understanding of methods to prevent, intervene, treat, 

4 or provide rehabilitation and behavioral health aftercare 
3 for Indians and urban Indians affected by fetal alcohol 

6 disorders. 

7 “(e) Urban Indian Organizations.— T he Sec- 

8 retary shall ensure that 10 percent of the amounts appro- 

9 priated to carry out this section shall be used to make 

10 grants to urban Indian organizations funded under title 

11 V. 

12 “SEC. 71*. CHILD SEXUAL ABUSE AND PREVENTION TREAT- 

13 MENT PROGRAMS. 

14 “(a) Establishment.— The Secretary and the Sec- 

15 retary of the Interior, acting through the Service, Indian 

16 tribes and tribal organizations, shall establish, consistent 

17 with section 701, in each service area, programs involving 

18 treatment for — 

19 “(1) victims of child sexual abuse; and 

20 “(2) perpetrators of child sexual abuse. 

21 “(b) USE of Funds.— F unds provided under this 

22 section shall be used to— 

23 “(1) develop and provide community education 

24 and prevention programs related to child sexual 

25 abuse; 

is 
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1 “(2) identify and provide behavioral health 

2 treatment to children who are victims of sexual 

3 abuse and to their families who are affected by sex- 

4 ual abuse; 

5 “(3) develop prevention and intervention models 

6 which incorporate traditional health care practition- 

7 era, cultural and spiritual values, and community in- 

8 volvement; 

9 “(4) develop and implement, though the tribal 

10 consultation process, culturally sensitive assessment 

1 1 and diagnostic tools for use in tribal and urban In- 

12 dian communities. 

13 “(5) identify and provide behavioral health 

14 treatment to perpetrators of child sexual abuse with 

15 efforts being made to begin offender and behavioral 

16 health treatment while the perpetrator is incarcer- 

17 ated or at the earliest possible date if the perpetra- 

18 tor is not incarcerated, and to provide treatment 

19 after release to the community until it is determined 

20 that the perpetrator is not a threat to children. 

21 "SEC. 71S. BEHAVIORAL MENTAL HEALTH RESEARCH. 

22 “(a) In General.— T he Secretary, acting through 

23 the Service and in consultation with appropriate Federal 

24 agencies, shall provide funding to Indian Tribes, tribal or- 

25 ganizations and urban Indian organizations or, enter into 
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1 contracts with, or make grants to appropriate institutions, 

2 for the conduct of research on the incidence and preva- 

3 lence of behavioral health problems among Indians served 

4 by the Service, Indian Tribes or tribal organizations and 

5 among Indians in urban areas. Research priorities under 

6 this section shall include — 

7 "(1) the inter-relationship and inter-dependance 

8 of behavioral health problems with alcoholism and 

9 other substance abuse, suicide, homicides, other in- 

10 juries, and the incidence of family violence; and 

11 “(2) the development of models of prevention 

12 techniques. 

13 “(b) Special Emphasis.— T he efTect of the inter-re- 

14 lationships and interdependencies referred to in subsection 

15 (a)(1) on children, and the development of prevention 

16 techniques under subsection (a)(2) applicable to children, 

17 shall be emphasized. 

18 "SEC. 714. DEFINITIONS. 

19 “In this title: 

20 “(1) Assessment.— T he term ‘assessment’ 

21 means the systematic collection, analysis and din- 

22 semination of information on health status, health 

23 needs and health problems. 

24 “(2) Alcohol related neurodevelop-men- 

25 TAL DISORDERS.— The term ‘alcohol related 
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1 neurodevelop-mental disorders’ or *ARND* with re- 

2 spect to an individual means the individual has a 

3 history of maternal alcohol consumption during 

4 pregnancy, central nervous system involvement such 

5 as developmental delay, intellectual deficit, or 

6 neurologic abnormalities, that behaviorally, there 

7 may be problems with irritability, and failure to 

8 thrive as infants, and that as children become older 

9 there will likely be hyperactivity, attention deficit, 

10 language dysfunction and perceptual and judgment 

1 1 problems. 

12 “(3) Behavioral health.— The term ‘behav- 

13 ioral health’ means the blending of substances (alco- 

14 hoi, drugs, inhalants and tobacco) abuse and mental 

15 health prevention and treatment, for the purpose of 

16 providing comprehensive services. Such term in- 

17 eludes the joint development of substance abuse and 

18 mental health treatment planning and coordinated 

19 case management using a multidisciplinary ap- 

20 proach. 

21 “(4) Behavioral health aftercare. — 

22 “(A) IN general.— The term 'behavioral 

23 health aftercare' includes those activities and 

24 resources used to support recovery following in- 

25 patient, residential, intensive substance abuse 
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1 or mental health outpatient or outpatient treat- 

2 ment, to help prevent or treat relapse, including 

3 the development of an aftercare plan. 

4 “(B) Aftercare plan.— P rior to the 

5 time at which an individual is discharged from 

6 a level of care, such as outpatient treatment, an 

7 aftercare plan shall have been developed for the 

8 individual. Such plan may use such resources as 

9 community base therapeutic group care, transi- 

10 tional living, a 12-step sponsor, a local 12-step 

1 1 or other related suiqiort group, or other com- 

12 munity based provident (such as mental health 

13 professionals, traditional health care practition- 

14 era, community health aides, community health 

15 representatives, mental health technicians, or 

16 ministers). 

17 “(5) Dual diagnosis.— T he term ‘dual diag- 

18 nosis' means coexisting substance abuse and mental 

19 illness conditions or diagnosis. In individual with a 

20 dual diagnosis may be referred to as a mentally ill 

21 chemical abuser- 

22 “(6) Fetal alcohol disorders.— T he term 

23 ‘fetal alcohol disorders' means fetal alcohol syn- 

24 drome, partial fetal alcohol syndrome, or alcohol re- 

25 lated neural developmental disorder. 

uss is 
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1 “(7) Fetal alcohol syndrome.— T he term 

2 ‘fetal alcohol syndrome’ or ‘FAS’ with respect to an 

3 individual means a syndrome in which the individual 

4 has a history' of maternal alcohol consumption dur- 

5 ing pregnancy, and with respect to which the follow- 

6 ing criteria should be met: 

7 “(A) Central nervous system involvement 

8 such as developmental delay, intellectual deficit, 

9 microencephaly, or neurologic abnormalities. 

10 “(B) Craniofacial abnormalities with at 

11 least 2 of the following, microphthalmia, short 

12 palpebral fissures, poorly develojied philtrum, 

13 thin upper lip, flat nasal bridge, and short 

14 upturned nose. 

1 5 "(C) Prenatal or fiostnatal growth delay. 

16 "(8) Partial pas.— T he term ‘partial FAS’ 

17 with respect to an individual means a history of ma- 

18 temal alcohol consumption during pregnancy having 

19 most of the criteria of FAS, though not meeting a 

20 minimum of at least 2 of the following micro-oph- 

21 thalmia, short palpebral fissures, poorly developed 

22 philtrum, thin upper lip, flat nasal bridge, short 

23 upturned nose. 

24 “(9) Rehabilitation.— T he term ‘rehabilita- 

25 tion’ means to restore the ability or capacity to en- 
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1 gage in usual and customary life activities through 

2 education and therapy.- 

3 ‘‘(10) Substance abuse.— T he term ‘sub- 

4 stance abuse' includes inhalant abuse. — 

5 -SEC. 716. AUTHORIZATION OF APPROPRIATIONS. 

6 "There is authorized to be appropriated such sums 

7 as may be necessary for each fiscal year through fiscal 

8 year 2012 to cany out this title. 

9 ‘TITLE Vm— MISCELLANEOUS 

10 "SEC. Ml. REPORTS. 

1 1 "The President shall, at the time the budget is sub- 

12 mitted under section 1 105 of title 31, United States Code, 

13 for each fiscal year transmit to the Congress a report 

14 containing — 

15 "( 1 ) a report on the progress made in meeting 

16 the objectives of this Act, including a review of pro- 

17 grams established or assisted pursuant to this Act 

18 and an assessment and recommendations of addi- 

19 tional programs or additional assistance necessary 

20 to, at a minimum, provide health sen-ices to Indians, 

21 and ensure a health status for Indians, which are at 

22 a parity with the health sen-ices available to and the 

23 health status of, the general population, including 

24 specific comparisons of appropriations provided and 

25 those required for such parity; 

4HMD 
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1 “(2) a report on whether, and to what extent, 

2 new national health care programs, benefits, initia- 

3 tives, or financing systems have had an impact on 

4 the purposes of this Act and any steps that the Sec- 

5 retary may have taken to consult with Indian tribes 

6 to address such impact, including a report on pro- 

7 posed changes in the allocation of funding pursuant 

8 to section 808; 

9 “(3) a report on the use of health services by 

10 Indians — 

1 1 “(A) on a national and area or other rel- 

12 cvant geographical basis; 

13 "(B) by gender and age; 

14 “(C) by source of payment and type of 

15 service; 

16 “(D) comparing such rates of use with 

17 rates of use among comparable non-Indian pop- 

18 ulations; and 

19 “(E) on the services provided under ftind- 

20 ing agreements pursuant to the Indian Self-De- 

21 termination and Education Assistance Act; 

22 “(4) a report of contractors concerning health 

23 care educational loan repayments under section 110; 
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1 “(5) a general audit report on the health care 

2 educational loan repayment program as required 

3 under section 11 0(n); 

4 “(6) a separate statement that specifies the 

5 amount of funds requested to cany out the provi- 

6 sions of section 201; 

7 “(7) a report on infectious diseases as required 

8 under section 212; 

9 “(8) a report on environmental and nuclear 

10 health hazards as required under section 214; 

1 1 “(9) a report on the status of all health care fa- 

12 cilities needs as required under sections 301(c)(2) 

13 and 301(d); 

14 “(10) a report on safe water and sanitaiy waste 

15 disposal facilities as required under section 

16 302(h)(1); 

17 “(11) a report on the expenditure of non-service 

18 fiinds for renovation as required under sections 

19 305(a)(2) and 305(a)(3); 

20 “(12) a report identifying the backlog of main- 

21 te nance and repair required at Service and tribal fa- 

22 cilities as required under section 314(a); 

23 “(13) a report providing an accounting of reim- 

24 bursement funds made available to the Secretary 
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1 under lilies XVIII and XIX of the Social Security 

2 Act as required under section 403(a); 

3 “(14) a report on services sharing of the Serv- 

4 ice, the Department of Veteran’s Affairs, ami other 

5 Federal agency health programs as required under 

6 section 412(c)(2); 

7 “(15) a report on the evaluation and renewal of 

8 urban Indian programs as required under section 

9 505; 

10 “(16) a report on the findings and conclusions 

11 derived from the demonstration project as required 

12 under section 512(a)(2); 

13 “(17) a report on the evaluation of programs as 

14 required under section 513; and 

15 “(18) a report on alcohol and substance abuse 

16 as required under section 701(0- 

17 “SEC. SOI. REGULATIONS. 

1 8 “(a) Initiation of Rulemaking Procedures.— 

19 “(1) In general.— N ot later than 90 days 

20 after the date of enactment of this Act, the Sec- 

21 retary shall initiate procedures under subchapter III 

22 of chapter 5 of title 5, United States Code, to nego- 

23 tiate and promulgate such regulations or amend- 

24 ments thereto that are necessary to cany out this 

25 Act. 
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1 “(2) Publication.— P roposed regulations to 

2 implement this Act shall be published in the Federal 

3 Register by the Secretary' not later than 270 days 

4 after the date of enactment of this Act and shall 

5 have not less than a 120 day comment period. 

6 “(3) Expiration of authority.— T he author- 

7 ity to promulgate regulations under this Act shall 

8 expire 18 months from the date of enactment of this 

9 Act. 

10 “(b) Rulkmakino Committee.— A negotiated rule- 

1 1 making committee established pursuant to section 565 of 

12 Title 5, United States Code, to carry out this section shall 

13 have as its members only representatives of the Federal 

14 Government and representatives of Indian tribes, and trib* 

15 al organizations, a majority of whom shall be nominated 

16 by and be representatives of Indian tribes, tribal organiza- 

17 tions, and urban Indian organizations from each service 

18 area. 

19 “(c) Adaption of Procedures.— T he Secretary 

20 shall adapt the negotiated rulemaking procedures to the 

21 unique context of self-governance and the guvemment-to- 

22 government relationship between the United States and 

23 Indian Tribes. 
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1 “(d) Failure To Promulgate Regulations.— 

2 The lack of promulgated regulations shall not limit the 

3 effect of this Act. 

4 “(e) Supremacy of Provisions.— 1 The provisions of 

5 this Act shall supersede any conflicting provisions of law 

6 (including any conflicting regulations) in effect on the day 

7 before the date of enactment of the Indian Self-Deter- 

8 mination Contract Reform Act of 1994, and the Secretary 

9 is authorized to repeal any regulation that is inconsistent 

10 with the provisions of this Act. 

11 -SEC. 80S. PLAN OF IMPLEMENTATION. 

12 “Not later than 240 days after the date of enactment 

13 of this Act, the Secretary, in consultation with Indian 

14 tribes, tribal organizations, and urban Indian organiza- 

15 tions, shall prepare and submit to Congress a plan that 

16 shall explain the manner and schedule (including a sched- 

17 ule of appropriate requests), by title and section, by which 

18 the Secretary will implement the provisions of this Act. 

19 "SEC. 804. AVAILABILITY OF FUNDS. 

20 “Amounts appropriated under this Act shall remain 

21 available until expended. 

22 “SEC. 800. LIMITATION ON USE OF FUNDS APPROPRIATED 

23 TO THE INDIAN HEALTH SERVICE. 

24 “Any limitation on the use of funds contained in an 


25 Act providing appropriations for the Department for a pe- 
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1 riod with respect to the performance of abortions shall 

2 apply for that period with respect to the performance of 

3 abortions using funds contained in an Act providing ap- 

4 propriations for the Service. 

5 "8EC. 80S. ELIGIBILITY OF CALIFORNIA INDIANS. 

6 “(a) Eligibility.— 

7 “(1) In general.— U ntil such time as any 

8 subsequent law may otherwise provide, the following 

9 California Indians shall be eligible for health services 

10 provided by the Service: 

11 “(1) Any member of a Federally recog- 

12 nized Indian tribe. 

13 “(2) Any descendant of an Indian who was 

14 residing in California on June 1, 1852, but only 

15 if such descendant — 

16 “(A) is a member of the Indian com- 

17 munity served by a local program of the 

18 Service; and 

19 “(B) is regarded as an Indian by the 

20 community in which such descendant lives. 

21 “(3) Any Indian who holds trust interests 

22 in public domain, national forest, or Indian res- 

23 ervation allotments in California. 

24 “(4) Any Indian in California who is listed 

25 on the plans for distribution of the assets of 
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California raneherias and reservations under 
the Act of August 18, 1958 (72 Stat. 619), and 

3 any descendant of such an Indian. 

4 “(b) Rule of Construction. — N othing in this sec- 

5 tion may be construed as expanding the eligibility of Cali- 

6 fomia Indians for health services provided by the Service 

7 beyond the scope of eligibility for such health services that 

8 applied on May 1, 1986. 

9 “SEC. *07. HEALTH 8EHVICE8 FOR INELIGIBLE PERSONS. 

10 “(a) Ineligible Persons — 

11 “(1) In GENERAL.— Any individual who — 

12 “(A) has not attained 19 years of age; 

13 “(B) is the natural or adopted child, step- 

14 child, foster-child, legal ward, or orphan of an 

15 eligible Indian; and 

16 “(C) is not otherwise eligible for the health 

17 services provided by the Service, 

18 shall be eligible for all health services provided by 

19 the Service on the same basis and subject to the 

20 same rules that apply to eligible Indians until such 

21 individual attains 19 years of age. The existing and 

22 potential health needs of all such individuals shall be 

23 taken into consideration by the Service in determin- 

24 ing the need for, or the allocation of, the health re- 
sources of the Service. If such an individual has 
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1 been determined to be legally incompetent prior to 

2 attaining 19 years of age, such individual shall re- 

3 main eligible for such services until one year after 

4 the date such disability has been removed. 

5 “(2) Spouses.— A ny spouse of an eligible In- 

6 dian who is not an Indian, or who is of Indian de- 

7 scent but not otherwise eligible for the health serv- 

8 ices provided by the Service, shall be eligible for 

9 such health services if all of such spouses or spouses 

10 who are married to members of the Indian tribe 

1 1 being served are made eligible, as a class, by an ap- 

12 propriate resolution of the governing body of the In- 

13 dian tribe or tribal organization providing such serv- 

14 ices. The health needs of persons made eligible 

15 under this paragraph shall not be taken into consid- 

16 eration by the Service in determining the need for, 

17 or allocation of, its health resources. 

1 8 “(b) Programs and Services.— 

19 “(1) Programs.— 

20 “(A) In GENERAL.— The Secretary may 

21 provide health services under this subsection 

22 through health programs operated directly by 

23 the Service to individuals who reside within the 

24 service area of a service unit and who are not 

25 eligible for such health services under any other 
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subsection of this section or under any other 
provision of law if— 

“(i) the Indian tribe (or, in the case 
of a multi-tribal service area, all the Indian 
tribes) served by such service unit requests 
such provision of health services to such 
individuals; and 

“(ii) the Secretary and the Indian 
tribe or tribes have jointly determined 
that— 

“(I) the provision of such health 
services will not result in a denial or 
diminution of health services to eligi- 
ble Indians; and 

“(II) there is no reasonable alter- 
native health program or services, 
within or without the service area of 
such service unit, available to meet 
the health needs of such individuals. 
“(B) Funding agreements.— In the case 
of health programs operated under a funding 
agreement entered into under the Indian Self- 
Determination and Educational Assistance Act, 
the governing body of the Indian tribe or tribal 
organization providing health services under 
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such funding agreement is authorized to deter- 
mine whether health services should be provided 
under such funding agreement to individuals 
who are not eligible for such health services 
under any other subsection of this section or 
under any other provision of law. In making 
such determinations, the governing body of the 
Indian tribe or tribal organization shall take 
into account the considerations described in 
subparagraph (A)(ii). 

“(2) Liability for payment. — 

"(A) IN GENERAL.— Persons receiving 
health services provided by the Service by rea- 
son of this subsection shall be liable for pay- 
ment of such health services under a schedule 
of charges prescribed by the Secretary which, in 
the judgment of the Secretary, results in reim- 
bursement in an amount not less than the ac- 
tual cost of providing the health services. Not- 
withstanding section 1880(c) of the Social Se- 
curity Act, section 402(a) of this Act, or any 
other provision of law, amounts collected under 
this subsection, including medicare or medicaid 
reimbursements under titles XVIII and XIX of 
the Soda! Security Act, shall be credited to the 
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account of the program providing the service 
and shall be used solely for the provision of 
health services within that program. Amounts 
collected under this subsection shall be available 
for expenditure within such program for not to 
exceed 1 fiscal year after the fiscal year in 
which collected. 

“(B) SERV1CE8 FOR INDIGENT PER80N8.— 
Health services may be provided by the Sec- 
retary through the Service under this sub- 
section to an indigent person who would i»ot be 
eligible for such health services but for the pro- 
visions of paragraph (1) only if an agreement 
has been entered into with a State or local gov- 
ernment under which the State or local govern- 
ment agrees to reimburse the Service for the 
expenses incurred by the Service in providing 
such health services to such indigent person. 

“(3) Service areas.— 

"(A) Service to only one tribe.— I n 

the case of a service area which serves only one 
Indian tribe, the authority of the Secretary to 
provide health services under paragraph (1)(A) 
shall terminate at the end of the fiscal year suc- 
ceeding the fiscal year in which the governing 
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1 body of the Indian tribe revokes it# concurrence 

2 to the provision of such health services. 

3 “(B) Multi-tribal areas.— I n the case 

4 of a multi-tribal service area, the authority of 

5 the Secretary to provide health services under 

6 paragraph ( 1 )( A) shall terminate at the end of 

7 the fiscal year succeeding the fiscal year in 

8 which at least 51 percent of the number of In- 

9 dian tribes in the service area revoke their con- 

10 currencc to the provision of such health serv- 

11 ices. 

12 “(c) Purpose for Providing Services.— T he 

13 Service may provide health services under this subsection 

14 to individuals who are not eligible for health services pro- 

15 vided by the Service under any other subsection of this 

16 section or under any other provision of law in order to— 

17 “(1) achieve stability in a medical emergency; 

18 “(2) prevent the spread of a communicable dis- 

19 case or otherwise deal with a public health hazard; 

20 “(3) provide care to non-Indian women preg- 

21 nant with an eligible Indian's child for the duration 

22 of the pregnancy through post partum; or 

23 “(4) provide care to immediate family members 

24 of an eligible person if such care is directly related 

25 to the treatment of the eligible person. 
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1 “(d) Hospital Privileges. — H ospital privileges in 

2 health facilities operated and maintained by the Service 

3 or operated under a contract entered into under the Indian 

4 Self-Determination Education Assistance Act may be ex- 

5 tended to non-Service health care practitioner* who pro- 

6 vide services to persons described in subsection (a) or (b). 

7 Such non-Service health care practitioners may be re- 

8 garded as employees of the Federal Government for pur* 

9 poses of section 1346(b) and chapter 171 of title 28, 

10 United States Code (relating to Federal tort claims) only 

1 1 with respect to acta or omissions which occur in the course 

12 of providing services to eligible persons as a part of the 

13 conditions under which such hospital privileges are ex- 

14 tended. 

15 “(e) Definition.— I n this section, the term 'eligible 

16 Indian’ means any Indian who is eligible for health serv- 

17 ices provided by the Service without regard to the provi- 

18 rions of this section. 

19 -8EC. 80S. REALLOCATION OF RASE RESOURCES. 

20 “(a) Requirement of Report.— N otwithstanding 

21 any other provision of law, any allocation of Service funds 

22 for a fiscal year that reduces by 5 percent or more from 

23 the previous fiscal year the finding for any recurring pro- 

24 gram, project, or activity of a service unit may be imple- 

25 mented only after the Secretary has submitted to the 
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1 President, for inclusion in the report required to be trans- 

2 mitted to the Congress under section 801, a report on the 

3 proposed change in allocation of funding, including the 

4 reasons for the change and its likely effects. 

5 “(b) Nonapplication of Section. — S ubsection (a) 

6 shall not apply if the total amount appropriated to the 

7 Service for a fiscal year is less than the amount appro- 

8 printed to the Service for previous fiscal year. 

9 “8EC. 808. RESULTS OF DEMONSTRATION PROJECTS. 

10 “The Secretary shall provide for the dissemination to 

1 1 Indian tribes of the findings and results of demonstration 

1 2 projects conducted under this Act. 

1 3 “SEC. 810. PROVISION OP SERVICES IN MONTANA. 

14 “(a) In General.— T he Secretary, acting through 

15 the Service, shall proride services and benefits for Indians 

16 in Montana in a manner consistent with the decision of 

17 the United States Court of Appeals for the Ninth Circuit 

18 in McNabb for McNabb v. Bowen, 829 F.2d 787 (9th Cr. 

19 1987). 

20 “(b) Rule of Construction.— T he provisions of 

21 subsection (a) shall not be construed to be an expression 

22 of the sense of the Congress on the application of the deci- 

23 sion described in subsection (a) with respect to the prori- 

24 sion of services or benefits for Indians living in any State 

25 other than Montana. 

•6 UM 18 



309 


308 

1 "SEC. 811. MORATORIUM. 

2 “During the period of the moratorium imposed by 

3 Public I*aw 100-446 on implementation of the final rule 

4 published in the Federal Register on September 16, 1987, 

5 by the Health Resources and Services Administration, re- 

6 lating to eligibility for the health care services of the Serv- 

7 ice, the Service shall provide services pursuant to the cri- 

8 teria for eligibility for such services that were in effect 

9 on September 15, 1987, subject to the provisions of sec- 

10 tions 806 and 807 until such time as new’ criteria govern* 

1 1 ing eligibility for services are develo|>ed in accordance with 

12 section 802. 

13 *8EC. 818. TRIBAL EMPLOYMENT. 

14 “For purposes of section 2(2) of the Act of July 5, 

15 1935 (49 Stat. 450, Chapter 372), an Indian tribe or trib- 

16 al organization carrying out a funding agreement under 

17 the Self-Determination and Education Assistance Act 

18 shall not be considered an employer. 

19 “8EC. 818. PRIME VENDOR. 

20 "For purposes of section 4 of Public Law’ 102-585 

21 (38 U.S.C. 812) Indian tribes and tribal organizations 

22 carrying out a grant, cooperative agreement, or funding 

23 agreement under the Indian Self-Determination and Edu- 

24 cation Assistance Act (25 U.S.C. 450 et seq.) shall be 

25 deemed to be an executive agency and part of the Service 

26 in the and, as such, may act as an ordering agent of the 
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1 Service and the employees of the tribe or tribal organiza- 

2 tion may order supplies on behalf thereof on the same 

3 basis as employees of the Service. 

4 "8EC. 814. NATIONAL BI PARTISAN COMMISSION ON INDIAN 

5 HEALTH CARE ENTITLEMENT. 

6 “(a) Establishment. — There is hereby established 

7 the National Bi-Partisan Indian Health Care Entitlement 

8 Commission (referred to in this Act as the ‘Commission’). 

9 “(b) Membership.— T he Commission shall be com- 

10 posed of 25 members, to be appointed as follows: 

11 “(1) Ten members of Congress, of which — 

12 “(A) three members shall be from the 

13 House of Representatives and shall be ap- 

14 pointed by the majority leader; 

15 “(B) three members shall be from the 

16 House of Representatives and shall be ap- 

17 pointed by the minority leader; 

18 “(C) two members shall be from the Sen- 

19 ate and shall be appointed by the majority lead- 

20 er, and 

21 “(D) two members shall be from the Sen- 

22 ate and shall be appointed by the minority lead- 
er, 
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who shall each be members of the committees of 
Congress that consider legislation affecting the pro- 
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1 vision of health care to Indians and who shall elect 

2 the chairperson and vice-chairperson of the Com mi s- 

3 sion. 

4 “(2) Twelve individuals to be appointed by the 

5 members of the Commission appointed under para- 

6 graph (1), of which at least 1 shall be from each 

7 service area as currently designated by the Director 

8 of the Service, to be chosen from among 3 nominees 

9 from each such area as selected by the Indian tribes 

10 within the area, with due regard being given to the 

1 1 experience and expertise of the nominees in the pro- 

12 vision of health care to Indians and with due regard 

13 being given to a reasonable representation on the 

14 Commission of members who are familiar with var- 

15 ious health care delivery modes and who represent 

16 tribes of various site populations. 

17 “(3) Three individuals shall be appointed by the 

18 . Director of the Service from among individual who 

19 are knowledgeable about the provision of health care 

20 to Indians, at least 1 of whom shall be appointed 

21 from among 3 nominees from each program that is 

22 frinded in whole or in part by the Service primarily 

23 or exclusively for the benefit of urban Indians. 

24 All those persons appointed under paragraphs (2) and (3) 

25 shall be members of Federally recognised Indian Tribes. 
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1 “(c) Terms — 

2 “(1) IN general.— M embers of the Commis- 

3 sion shall serve for the life of the Commission. 

4 “(2) Appointment of members.— M embers of 

5 the Commission shall be appointed under subsection 

6 (b)(1) not later than 90 days after the date of enact- 

7 ment of this Act, and the remaining members of the 

8 Commission shall be appointed not later than 60 

9 days after the date on which the members arc ap- 

10 pointed under such subsection. 

1 1 “(3) Vacancy.— A vacancy in the membership 

12 of the Commission shall be filled in the manner in 

13 which the original appointment was made. 

14 “(d) Duties of the Commission.— T lie Commis* 

15 sion shall carry out the following duties and functions: 

16 “(1) Review and analyze the recommendations 

17 of the report of the study committee established 

18 under paragraph (3) to the Commission. 

19 “(2) Make recommendations to Congress for 

20 providing health services for Indian persons as an 

21 entitlement, giving due regard to the effects of such 

22 a programs on existing health care delivery systems 

23 for Indian persons and the effect of such programs 

24 on the sovereign status of Indian Tribes; 
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1 “(3) Establish a study committee to be com- 

2 posed of those members of the Commission ap- 

3 pointed by the Director of the Service and at least 

4 4 additional members of Congress from among the 

5 members of the Commission which shall — 

6 “(A) to the extent necessary to carry out 

7 its duties, collect and compile data necessary to 

8 understand the extent of Indian needs with re- 

9 gard to the provision of health services, regard- 

10 less of the location of Indians, including holding 

1 1 hearings and soliciting the views of Indians, In- 

12 dian tribes, tribal organizations and urban In- 

13 dian organizations, and which may include au- 

14 thorizing and finding feasibility studies of var- 

15 ious models for providing and finding health 

16 services for all Indian beneficiaries including 

17 those who live outside of a reservation, tempo- 

18 rarily or permanently; 

19 “(B) make recommendations to the Com- 

20 mission for legislation that will provide for the 

21 delivery of health services for Indians as an en- 

22 titlement, which shall, at a minimum, address 

23 issues of eligibility, benefits to be provided, in- 

24 eluding recommendations regarding from whom 

25 such health services are to be provide, d and the 
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1 cost, including mechanisms for funding of the 

2 health services to be provided; 

3 “(C) determine the effect of the enactment 

4 of such recommendations on the existing system 

5 of the delivery of health services for Indians; 

6 “(D) determine the effect of a health serv- 

7 ices entitlement program for Indian persons on 

8 the sovereign status of Indian tribes; 

9 “(E) not later than 12 months after the 

10 appointment of all members of the Commission, 

1 1 make a written re|»rt of its findings and rec- 

12 ommendations to the Commission, which report 

13 shall include a statement of the minority and 

14 majority position of the committee and which 

15 shall be disseminated, at a minimum, to each 

16 Federally recognized Indian tribe, tribal organi- 

17 zation and urban Indian organization for com- 

1 8 ment to the Commission; and 

19 “(F) report regularly to the ftill Commis- 

20 sion regarding the findings and recommends- 

21 tions developed by the committee in the course 

22 of carrying out its duties under this section. 

23 “(4) Not later than 18 months after the date 

24 of appointment of all members of the Commission, 

25 submit a written report to Congress containing a 
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recommendation of policies and legislation to imple- 
ment a policy that would establish a health care sys- 
tem for Indians based on the delivery of health serv- 
ices as an entitlement, together with a determination 
of the implications of such an entitlement system on 
existing health care delivery systems for Indians and 
on the sovereign status of Indian tribes. 

“(e) Administrative Provisions.— 

“(1) Compensation and expenses — 

“(A) Congressional members— Each 
member of the Commission appointed under 
subsection (b)(1) shall receive no additional 
pay, allowances, or benefits by reason of their 
service on the Commission and shall receive 
travel expenses and per diem in lieu of subsist- 
ence in accordance with sections 5702 and 5703 
of title 5, United States Code. 

“(B) Other members.— The members of 
the Commission appointed under paragraphs 
(2) and (3) of subsection (b), while serving on 
the business of the Commission (including trav- 
el time) shall be entitled to receive compensa- 
tion at the per diem equivalent of the rate pro- 
vided for level IV of the Executive Schedule 
under section 5315 of title 5, United States 



Code, and while so serving away from home and 
the member’s regular place of business, be al- 
lowed travel expenses, as authorized by the 
chairperson of the Commission. For purposes of 
pay (other than pay of members of the Commis- 
sion) and employment benefits, rights, and 
privileges, all personnel of the Commission shall 
be treated as if they were employees of the 
United States Senate. 

"(2) Meetings and quorum.— 

"(A) MEETINGS. — The Commission shall 
meet at the call of the chairperson. 

‘‘(B) Quorum.— A quorum of the Commis- 
sion shall consist of not less than 15 members, 
of which not less than 6 of such members shall 
be appointees under subsection (b)(1) and not 
less than 9 of such members shall be Indians. 
“(3) Director and staff.— 

“(A) Executive director— T he mem- 
bers of the Commission shall appoint an execu- 
tive director of the Commission. The executive 
director shall be paid the rate of basic pay 
equal to that for level V of the Executive Sched- 



“(B) Staff. — -W ith the approval of the 
Commission, the executive director may appoint 
such personnel as the executive director deems 
appropriate. 

“(C) Applicability of civil service 
laws.— T he staff of the Commission shall be 
appointed without regard to the provisions of 
title 5, United States Code, governing appoint- 
ments in the competitive service, and shall be 
paid without regard to the provisions of chapter 
51 and subchapter III of chapter 53 of such 
title (relating to classification and General 
Schedule pay rates). 

“(D) Experts and consultants.— W ith 
the approval of the Commission, the executive 
director may procure temporary and intermit- 
tent services under section 3109(b) of title 5, 
United States Code. 

“(E) Facilities.— T he Administrator of 
the General Services Administration shall locate 
suitable office space for the operation of the 
Commission. The facilities shall serve as the 
headquarters of the Commission and shall in- 
clude all necessary equipment and incidentals 
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1 required for the proper functioning of the Com* 

2 mission. 

3 “(f) Powers. — 

4 “(1) Hearings and other activities.— F or 

5 the pur]>ose of carrying out its duties, the Commis- 

6 sion may hold such hearings and undertake such 

7 other activities as the Commission determines to be 

8 necessary to carry out its duties, except that at least 

9 6 regional hearings shall be held in different areas 

10 of the United States in which large numbers of Indi- 
ll ans are present. Such hearings shall be held to so- 

12 licit the views of Indians regarding the delivery of 

13 health care services to them. To constitute a hearing 

14 under this paragraph. at least 5 members of the 

15 Commission, including at least 1 member of Con- 

16 gress, must be present. Hearings held by the study 

17 committee established under this section may be 

18 counted towards the number of regional hearings re- 

19 quired by this paragraph. 

20 “(2) Studies by gao. — Upon request of the 

21 Commission, the Comptroller General shall conduct 

22 such studies or investigations as the Commission de- 

23 termines to be necessary to carry out its duties. 

24 “(3) Cost estimates.— 
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1 “(A) In general.— T he Director of the 

2 Congressional Budget Office or the Chief Actu- 

3 ary of the Health Care Financing Administra- 

4 tion, or both, shall provide to the Commission, 

5 upon the request of the Commission, such cost 

6 estimates as the Commission determines to be 

7 necessary to carry out its duties. 

8 "(B) Reimbursements.— T he Commis- 

9 sion shall reimburse the Director of the Con- 

10 gressional Budget Office for expenses relating 

11 to the employment in the office of the Director 

12 of such additional staff as may be necessary for 

13 the Director to comply with requests by the 

14 Commission under subparagraph (A). 

15 “(4) Detail of federal employees.— U pon 

16 the request of the Commission, the head of any fed- 

17 eral Agency is authorized to detail, without reim- 

18 bursement, any of the personnel of such agency to 

19 the Commission to assist the Commission in carry- 

20 ing out its duties. Any such detail shall not interrupt 

21 or otherwise affect the civil service status or privi- 

22 leges of the federal employee. 

23 “(5) Technical assistance.— U pon the re- 

24 quest of the Commission, the head of a Federal 

25 Agency shall proride such technical assistance to the 
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1 Commission as the Commission determines to be 

2 necessary to carry out its duties. 

3 “(6) USE OF mails.— T he Commission may use 

4 the United States mails in the same manner and 

5 under the same conditions as Federal Agencies and 

6 shall, for purposes of the frank, be considered a 

7 commission of Congress as described in section 3215 

8 of title 39, United States Code. 

9 “(7) Obtaining information.— T he Commis- 

10 non may secure directly from the any Federal Agen- 

1 1 cy information necessary to enable it to cany out its 

12 duties, if the information may be disclosed under 

13 section 552 of title 4, United States Code. Upon re- 

14 quest of the chairperson of the Commission, the 

15 head of such agency shall tarnish such information 

16 to the Commission. 

17 “(8) Support services.— U pon the request of 

18 the Commission, the Administrator of General Serv- 

19 ices shall proride to the Commission on a reimburs- 

20 able basis such administrative support services as 

2 1 the Commission may request. 

22 “(9) Printing.— F or purposes of costs relating 

23 to printing and binding, including the cost of per- 

24 sorniel detailed from the Government Printing Of- 
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1 fice, the Commission shall be deemed to be a com- 

2 mi t tee of the Congress. 

3 “(g) Authorization of Appropriations.— T here 

4 is authorized to be appropriated $4,000,000 to cany out 

5 this section. The amount appropriated under this sub- 

6 section shall not be deducted from or affect any other ap> 

7 propriation for health care for Indian persons. 

8 -SEC. Sit. APPROPRIATIONS; AVAILABILITY. 

9 “Any new spending authority (described in subsection 

10 (c)(2)(A) or (B) of section 401 of the Congressional Budg- 

11 et Act of 1974) which is provided under this Act shall 

12 be effective for any fiscal year only to such extent or in 

13 such amounts as are provided in appropriation Acts. 

14 -SEC tic. AUTHORIZATION OP APPROPRIATIONS. 

15 "There is authorized to be appropriated such sums 

16 as may be necessary for each fiscal year through fiscal 

17 year 2012 to carry out this title.". 

18 TITLE n— CONFORMING AMEND- 

19 MENTS TO THE SOCIAL SECU- 

20 RJTY ACT 

21 Subtitle A — Medicare 

22 8EC. SOI. UMTTAT10N8 ON CHARGES. 

23 Section 1866(a)(1) of the Social Security Act (42 

24 U.S.C. 1395cc(a)(l)) is amended— 
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1 (1) in subparagraph (R), by adding a semicolon 

2 at the end; 

3 (2) in subparagraph (S), by striking the period 

4 and inserting and”; and 

5 (3) by adding at the end the following: 

6 “(T) in the case of hospitals and critical access 

7 hospitals which provide inpatient hospital services 

8 for which payment may be made under this title, to 

9 accept as payment in Ml for services that arc cov- 

10 ered under and furnished to an individual eligible for 

1 1 the contract health services program o|>erated by the 

12 Indian Health Service, by an Indian tribe or tribal 

13 organiration, or furnished to an urban Indian eligi- 

14 ble for health services purchased by an urban Indian 

15 organization (as those terms are defined in section 

16 4 of the Indian Health Care Improvement Act), in 

17 accordance with such admission practices and such 

18 payment methodology and amounts as are prescribed 

19 under regulations issued by the Secretary.”. 

20 SEC. attl. INDIAN HEALTH PROGRAMS. 

21 Section 1880 of the Social Security Act (42 U.S.C. 

22 1395qq) is amended to read as follows: 

23 “INDIAN HEALTH PROGRAMS 

24 “Sec. 1880. (a) Eligibility for Payments.— T he 

25 Indian Health Service (referred to in this section as the 

26 ‘Service’) and an Indian tribe or tribal organization, or 



1 an urban Indian organization (as those terms are defined 

2 in section 4 of the Indian Health Care Improvement Act), 

3 shall be eligible for payments under this title, notwith- 

4 standing sections 1814(c) and 1835(d), if and for so long 

5 as the Service, Indian tribe or tribal organization, or 

6 urban Indian organization meets the conditions and re* 

7 quirements for such payments which are applicable gen- 

8 erally to the service or provider type for which the Service, 

9 Indian tribe or tribal organization, or urban Indian orga- 

10 nization seeks payment under this title and for services 

1 1 and provider types provided by a qualified Indian health 

12 program under section 1880 A. 

13 “(b) Period for Billing.' — N otwithstanding sub- 

14 section (a), if the Service, an Indian tribe or tribal organi- 

15 zation, or urban Indian organization, does not meet all 

16 of the conditions and requirements of this title which are 

17 applicable generally to the service or provider type for 

18 which payment is sought, but submits to the Secretary 

19 within 6 months after the date on which such reimburae- 

20 ment is first sought an acceptable plan for achieving com- 

21 pliance with such conditions and requirements, the Serv- 

22 ice, an Indian tribe or tribal organization, or urban Indian 

23 organization shall be deemed to meet such conditions and 

24 requirements (and to be eligible for reimbursement under 

25 this title), without regard to the extent of actual compli- 



1 ance with such conditions and requirements during the 

2 first 12 months after the month in which such plan is sub- 

3 mi t ted. 

4 “(c) Direct Billing. — F or provisions relating to 
3 the authority of certain Indian tribes and tribal organiza- 

6 tions to elect to directly bill for, and receive payment for, 

7 health care services provided by a hospital or clinic of such 

8 tribes or tribal organizations and for which payment may 

9 be made under this title, see section 405 of the Indian 

10 Health Care Improvement Act. 

11 “(d) Community Health Aides.— T he Service or 

12 an Indian Tribe or tribal organization providing a service 

13 otherwise eligible for payment under this section through 

14 the use of a community health aide or practitioner cer- 

15 tified under the provisions of section 121 of the Indian 

16 Health Care Improvement Act shall be paid for such serv- 

17 ices on the same basis that such services are reimbursed 

18 under State plans approved under title XIX. 

19 “(e) Treatment of Certain Programs.— N ot- 

20 withstanding any other provision of law, a health program 

21 operated by the Service or an Indian tribe or tribal organi- 

22 zation, which collaborates with a hospital operated by the 

23 Service or an Indian tribe or tribal organization, shall, at 

24 the option of the Indian tribe or tribal organization, be 

25 paid for services for which it would otherwise be eligible 
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1 for under this as if the health program were an outpatient 

2 department of the hospital. In situations where the health 

3 program is on a separate campus from the hospital, billing 

4 as an outpatient department of the hospital shall not sub* 

5 ject such a health program to the requirements of section 

6 1867. 

7 “(f) Payment tor Certain Nursing Services.— 

8 The Service or an Indian tribe or tribal organization pro- 

9 riding visiting nurse services in a home health agency 

10 shortage area shall be paid for such services on the same 

11 basis that such services are reimbursed under this title 

1 2 for other primary care proriders. 

13 “(g) Alternative Methods of Reimburse* 

14 KENT. — Notwithstanding any other provision of law, the 

15 Secretary may identify and implement alternative methods 

16 of reimbursing Indian health programs for services rcim- 

17 burnable under this title that are provided to Indians, so 

1 8 long as such methods — 

19 “(1) allow an Indian tribe or tribal organization 

20 or urban Indian organization to opt to receive rcim- 

21 bursement under reimbursement methodologies ap- 

22 plicable to other providers of similar services; and 

23 “(2) provide that the amount of reimbursement 

24 resulting under any such methodology’ shall not be 

25 less than 100 percent of the reasonable cost of the 
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1 service to which the methodology applies under sec- 

2 lion 1861 (▼).**. 

3 SEC. SOS. QUALIFIED INDIAN HEALTH PROGRAM. 

4 Title XVIII of the Social Security Act (42 U.S.C. 

5 1395 et seq.) is amended by inserting after section 1880 

6 the following; 

7 “QUALIFIED INDIAN HEALTH PROGRAM 

8 “Sec. 1880A. (a) Definition of Qualified In- 

9 dian Health Program.— I n this section: 

10 “(1) IN OENERAl.— ' T he term 'qualified Indian 

11 health program’ means a health program operated 

12 by— 

13 “(A) the Indian Health Service; 

14 "(B) an Indian tribe or tribal organization 

15 or an urban Indian organization (as those 

16 terms are defined in section 4 of the Indian 

17 Health Care Improvement Act) and which is 

18 ftjnded in whole or part by the Indian Health 

19 Service under the Indian Self Determination 

20 and Education Assistance Act; and 

21 “(C) an urban Indian organization (as so 

22 defined) and which is funded in whole or in 

23 part under title V of the Indian Health Care 

24 Improvement Act. 

25 “(2) Included programs and entities. — 

26 Such term may include I or more hospital, nursing 
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1 home, home health program, clinic, ambulance serv- 

2 ice or other health program that provides a service 

3 for which payments may be made under this title 

4 and which is covered in the cost report submitted 

5 under this title or title XIX for the qualified Indian 

6 health program. 

7 “(b) Eligibility for Payments. — A qualified In- 

8 dian health program shall be eligible for payments under 

9 this title, notwithstanding sections 1814(c) and 1835(d), 

10 if and for so long as the program meets all the conditions 

1 1 and requirements set forth in this section. 

12 “(c) Determination of Payments.— 

13 “(1) IN GENERAL. — Notwithstanding any other 

14 provision in the law, a qualified Indian health pro- 

15 gram shall be entitled to receive payment based on 

16 an all-inclusive rate which shall be calculated to pro- 

17 vide full cost recove ty for the cost of furnishing serv- 

18 ices provided under this section. 

19 “(2) Definition of full cost recovery.— 

20 "(A) IN GENERAL.— Subject to subpara- 

21 graph (B), in this section, the term ‘full cost re- 

22 covery’ means the sum of — 

23 "(i) the direct costs, which are reason- 

24 able, adequate and related to the cost of 

25 furnishing such services, taking into ac- 
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count the unique nature, location, and 
service population of the qualified Indian 
health program, and which shall include di- 
rect program, administrative, and overhead 
costa, without regard to the customary or 
other charge or any fee schedule that 
would otherwise be applicable; and 

“(ii) indirect costs which, in the case 
of a qualified Indian health program — 

“(I) for which an indirect cost 
rate (as that term is defined in sec- 
tion 4(g) of the Indian Self-Deter- 
mination and Education Assistance 
Act) has been established, shall be not 
less than an amount determined on 
the basis of the indirect cost rate; or 
“(II) for which no such rate has 
been established, shall be not less 
than the administrative costs specifi- 
cally associated with the delivery of 
the services being provided. 

“(B) Limitation. — Notwithstanding any 


25 


other provision of law, the amount determined 
to be payable as ftill cost recovery may not be 
reduced for co-insurance, co-payments, or 
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1 deductibles when the service was provided to an 

2 Indian entitled under Federal law to receive the 

3 service from the Indian Health Service, an In- 

4 dian tribe or tribal organization, or an urban 

5 Indian organization or because of any limita- 

6 tions on payment provided for in any managed 

7 care plan. 

8 “(3) OUT8TATION1NO COSTS.— In addition to 

9 full cost recovery, a qualified Indian health program 

10 shall be entitled to reasonable outstationing costs, 

11 which shall include all administrative costs associ- 

12 ated with outreach and acceptance of eligibility ap- 

13 plications for any Federal or State health program 

14 ineluding the programs established under this title, 

15 title XIX, and XXI. 

16 "(4) Determination of all-inclusive en- 

17 COUNTER OR PER DIEM AMOUNT.— 

18 “(A) In general.— C osts identified for 

19 services addressed in a cost report submitted by 

20 a qualified Indian health program shall be used 

21 to determine an all-inclusive encounter or per 

22 diem payment amount for such services. 

23 “(B) No single report require- 

24 MENT. — Not all health programs provided or 

25 administered by the Indian Health Service, an 
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1 Indian tribe or tribal organization, or an urban 

2 Indian organization need be combined into a 

3 single cost report. 

4 “(C) Payment for items not covered 

5 BY a COST REPORT — A full cost recovery pay- 

6 ment for services not covered by a cost report 

7 shall be made on a fee-for-service, encounter, or 

8 per diem basis. 

9 “(5) Optional determination.— T he full 

10 cost recovery rate provided for in paragraphs (1) 

11 through (3) may be determined, at the election of 

12 the qualified Indian health program, by the Health 

13 Care Financing Administration or by the State 

14 agency responsible for administering the State plan 

15 under title XIX and shall be valid for reimburse- 

16 menta made under this title, title XIX, and title 

17 XXI. The costs described in paragraph (2)(A) shall 

18 be calculated under whatever methodology yields the 

19 greatest aggregate payment for the cost reporting 

20 period, provided that such methodology shall be ad- 

21 justed to include adjustments to such payment to 

22 take into account for those qualified Indian health 

23 programs that include hospitals — 

24 “(A) a significant decrease in discharges; 
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“(B) costa for graduate medical education 
programs; 

“(O additional payment as a dispropor- 
tionate share hospital with a payment adjust- 
ment factor of 10; and 

“(D) payment for outlier cases. 

“(6) Election of payment.— A qualified In- 
dian health program may elect to receive payment 
for services provided under this section — 

“(A) on the full cost recovery basis pro- 
vided in paragraphs (1) through (5); 

“(B) on the basis of the inpatient or out- 
patient encounter rates established for Indian 
Health Service facilities and published annually 
in the Federal Register, 

“(C) on the same basis as other providers 
are reimbursed under this title, provided that 
the amounts determined under paragraph 
(c)(2)(B) shall be added to any such amount; 

“(D) on the basis of any other rate or 
methodology applicable to the Indian Health 
Service or an Indian Tribe or tribal organiza- 
tion; or 
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1 “(E) on the basis of any rate or methodol- 

2 o^’ negotiated with the agency responsible for 

3 making payment. 

4 “(d) Election of Reimbursement for Other 

5 Services — 

6 “(1) Is general.— A qualified Indian health 

7 program may elect to be reimbursed for any service 

8 the Indian Health Service, an Indian tribe or tribal 

9 organization or an urban Indian organization may 

10 be reimbursed for under section 1880 and section 

11 1911. 

12 “(2) Option to include additional serv- 

13 ICES. — Ail election under paragraph (1) may in- 

14 dude, at the election of the qualified Indian health 

15 program — 

16 “(A) any service when fiimished by an em- 

17 ployee of the qualified Indian health program 

18 who is licensed or certified to perform such a 

19 service to the same extent that such service 

20 would be reimbursable if performed by a physi- 

21 dan and any service or supplies ftimished as in- 

22 rident to a physician's service as would other- 

23 wise be covered if furnished by a physidan or 
as an inddent to a physician's service; 


24 
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1 “(B) screening, diagnostic, and therapeutic 

2 outpatient services including part-time or inter- 

3 mittent screening, diagnostic, and therapeutic 

4 skilled nursing care and related medical sup- 

5 plies (other than drugs and biologicals), fur- 

6 nished by an employee of the qualified Indian 

7 health program who is licensed or certified to 

8 perform such a service for an individual in the 

9 individual's home or in a community health set- 

10 ting under a written plan of treatment estab- 

1 1 lished and periodically reviewed by a physician, 

12 when tarnished to an individual as an out- 

1 3 patient of a qualified Indian health program; 

14 “(C) preventive primary health services as 

15 described under sections 329, 330, and 340 of 

16 the Public Health Service Act, when provided 

17 by an employee of the qualified Indian health 

18 program who is licensed or certified to |>erform 

19 such a service, regardless of the location in 

20 which the service is provided; 

21 “(D) with respect to services for children, 

22 all services specified as part of the State plan 

23 under title XIX, the State child health plan 

24 under title XXI, and early and periodic screen- 
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1 ing, diagnostic, and treatment services as de- 

2 scribed in section 1905(r); 

3 “(E) influenza and pneumococcal immuni- 

4 rations; 

5 “(P) other immunizations for prevention of 

6 communicable diseases when targeted; and 

7 “(G) the cost of transportation for provid- 

8 ere or patients necessary to facilitate access for 

9 patients.”. 

10 Subtitle B — Medicaid 

1 1 SEC. >11. PAYMENTS TO FEDERALLY-QUALIFIED HEALTH 

12 CENTERS. 

13 Section 1902(a)(13) of the Social Security Act (42 

14 U.8.C. 1396a(a)(13)) is amended— 

15 (1) in subparagraph (B), by striking “and” at 

16 the end; 

17 (2) in subparagraph (C), by adding “and” at 

18 the end; and 

19 (3) by adding at the end the following: 

20 “(D)(i) for payment for services described 

21 in section 1905(a)(2)(C) under the plan fur- 

22 nished by an Indian tribe or tribal organization 

23 or an urban Indian organization (as defined in 

24 section 4 of the Indian Health Care Improve- 

25 ment Act) of 100 percent of costs which are 
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1 reasonable and related to the cost of furnishing 

2 such services or based on other tests of reason* 

3 ableness as the Sec re tan’ prescribes in regula- 

4 tions under section 1833(a)(3), or, in the case 

5 of services to which those regulations do not 

6 apply, the same methodology used under section 

7 1833(a)(3), and 

8 “(ii) in the case of such services furnished 

9 pursuant to a contract between a Federally* 

10 qualified health center and a medicaid managed 

11 care organization under section 1903(m), for 

12 payment to the Federally-qualified health center 

13 at least quarterly by the State of a supple- 

14 mental payment equal to the amount (if any) by 

15 which the amount determined under clause (i) 

16 exceeds the amount of the |>ayments provided 

17 under such contract. 

18 8EC. 11*. STATE CONSULTATION WITH INDIAN HEALTH 

19 PROGRAMS. 

20 Section 1902(a) of the Social Security Act (42 U.S.C. 

21 1396a(a)) is amended— 

22 (1) in paragraph (65), by striking the period; 

23 and 

24 


(2) by inserting after (65), the following: 



336 


335 

1 “(66) if the Indian Health Service operates or 

2 fiinds health programs in the State or if there are 

3 Indian tribes or tribal organizations or urban Indian 

4 organizations (as those terms are defined in Section 

5 4 of the Indian Health Care Improvement Act) 

6 present in the State, provide for meaningful con- 

7 sultation with such entities prior to the submission 

8 of, and as a precondition of approval of, any pro* 

9 posed amendment, waiver, demonstration project, or 

10 other request that would have the effect of changing 

1 1 any aspect of the State’s administration of the State 

12 plan under this title, so long as — 

13 “(A) the term ‘meaningfiil consultation’ is 

14 defined through the negotiated rulemaking 

15 process provided for under section 802 of the 

16 Indian Health Care Improvement Act; and 

17 “(B) such consultation is carried out in 

18 collaboration with the Indian Medicaid Advisory 

19 Committee established under section 415(a)(3) 

20 of that Act”. 

21 SEC. SIS. PMAP FOR SERVICES PROVIDED BY INDIAN 

22 HEALTH PROGRAMS. 

23 The third sentence of Section 1905(b) of the Social 

24 Security Act (42 U.S.C. 1396d(b)) is amended to read as 

25 follows: 
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1 “Notwithstanding the first sentence of this section, the 

2 Federal medical assistance percentage shall be 100 per 

3 cent with respect to amounts expended as medical assist - 

4 ance for services which are received through the Indian 

5 Health Service, an Indian tribe or tribal organization, or 

6 an urban Indian organization (as defined in section 4 of 

7 the Indian Health Care Improvement Act) under section 

8 1911, whether directly, by referral, or under contracts or 

9 other arrangements between the Indian Health Service, 

10 Indian tribe or tribal organization, or urban Indian orga- 

1 1 nization and another health provider.”. 

12 8EC. 114. INDIAN HEALTH SERVICE PROGRAMS. 

13 Section 1911 of the Social Security Act (42 U.S.C. 

14 1396J) is amended to read as follows: 

15 “INDIAN HEALTH SERVICE PROGRAMS 

16 “Sec. 1911. (a) In General.— T he Indian Health 

17 Service and an Indian tribe or tribal organization or an 

18 urban Indian organization (as those terms are defined in 

19 section 4 of the Indian Health Care Improvement Act), 

20 shall be eligible for reimbursement for medical assistance 

21 provided under a State plan if and for so long as such 

22 Service, Indian tribe or tribal organization, or urban In- 

23 dian organization provides services or provider types of a 

24 type otherwise covered under the State plan and meets 

25 the conditions and requirements which are applicable gen- 

26 erally to the service for which it seeks reimbursement 
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1 under this title and for services provided by a qualified 

2 Indian health program under section 1880A. 

3 “(b) Period for Bilung.— N otwithstanding sub- 

4 section (a), if the Indian Health Service, an Indian tribe 

5 or tribal organization, or an urban Indian organization 

6 which prorides services of a type otherwise covered under 

7 the State plan does not meet all of the conditions and re- 

8 quirements of this title which are applicable generally to 

9 such services submits to the Secretary within 6 months 

10 after the date on which such reimbursement is firet sought 

1 1 an acceptable plan for achieving compliance with such con- 

12 ditions and requirements, the Service, an Indian tribe or 

13 tribal organization, or urban Indian organization shall be 

14 deemed to meet such conditions and requirements (and to 

15 be eligible for reimbursement under this title), without re- 

16 gard to the extent of actual compliance with such condi- 

17 tions and requirements during the first 12 months after 

18 the month in which such plan is submitted. 

19 “(c) Authority To Enter Into Agreements.— 

20 The Secretary may enter into agreements with the State 

21 agency for the purpose of reimbursing such agency for 

22 health care and services provided by the Indian Health 

23 Service, Indian tribes or tribal organizations and urban 

24 Indian organizations, directly, through referral, or under 

25 contracts or other arrangements between the Indian 
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1 Health Service, an Indian tribe or tribal organization, or 

2 an urban Indian organization and another health care pro- 

3 vider to Indians who are eligible for medical assistance 

4 under the State plan. 

5 Subtitle C — State Children’s Health 

6 Insurance Program 

7 SEC. SSI. ENHANCED FMAP FOR STATE CHILDREN’S 

8 HEALTH INSURANCE PROGRAM. 

9 (a) In General.— S ection 2105(b) of the Social Se- 

10 curity Act (42 U.S.C. 1397ee(b)) is amended — 

11 (1) by striking “For purposes” and inserting 

12 the following; 

13 “(1) In general.— Subject to paragraph (2), 

14 for purposes"; and 

15 (2) by adding at the end the following: 

16 “(2) Services provided bv Indian pro- 

17 grams. — Without regard to which option a State 

18 chooses under section 2101(a), the ‘enhanced 

19 FMAP' for a State for a fiscal year shall be 100 per 

20 cent with respect to expenditures for child health as- 

21 sistance for services provided through a health pro- 

22 gram operated by the Indian Health Service, an In- 

23 dian tribe or tribal organization, or an urban Indian 

24 organization (as such terms are defined in section 4 

25 of the Indian Health Care Improvement Act).”. 
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1 (b) Conforming Amendment.— S ection 

2 2105(c)(6)(B) of such Act (42 U.S.C. 1397ee(c)(6)(B)) 

3 is amended by inserting “an Indian tribe or tribal organi- 

4 /.at ion, or an urban Indian organization (as such terms 

5 are defined in section 4 of the Indian Health Care Im- 

6 provement Act)” after “Service”. 

7 8EC. ra. DIRECT FUNDING OF STATE CHILDREN’S HEALTH 

8 INSURANCE PROGRAM. 

9 Title XXI of Social Security Act (42 U.S.C. 1397aa 

10 et stn | . ) is amended by adding at the end the following; 

11 "SEC. Sill. DIRECT FUNDING OF INDIAN HEALTH PRO- 

12 GRAMS. 

13 “(a) In General. — T he Secretary may enter into 

14 agreements directly with the Indian Health Service, an In- 

15 dian tribe or tribal organization, or an urban Indian orga- 

16 nization (as such terms are defined in section 4 of the 

17 Indian Health Care Improvement Act) for such entities 

18 to provide child health assistance to Indians who reside 

19 in a service area on or near an Indian reservation. Such 

20 agreements may provide for funding under a block grant 

21 or such other mechanism as is agreed upon by the Sec- 

22 retary and the Indian Health Service, Indian tribe or trib- 

23 al organization, or urban Indian organization. Such agree- 

24 ments may not be made contingent on the approval of the 

25 State in which the Indians to be served reside. 
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1 “(b) Transfer of Funds.— N otwithstanding any 

2 other provision of law, a State may transfer funds to 

3 which it is, or would otherwise be, entitled to under this 

4 title to the Indian Health Service, an Indian tribe or tribal 

5 organization or an urban Indian organization — 

6 “(1) to be administered by such entity to 

7 achieve the purposes and objectives of this title 

8 under an agreement between the State and the en- 

9 tity; or 

10 "(2) under an agreement entered into under 

11 subsection (a) between the entity and the Sec- 

12 retary.’’. 

13 Subtitle D — Authorization of 

14 Appropriations 

15 SEC. SSI. AUTHORIZATION OF APPROPRIATIONS. 

16 There is authorized to be appropriated such sums as 

17 may be necessary for each of fiscal years 2000 through 

18 2012 to carry out this title and the amendments by this 

19 tide. 

20 TITLE m— MISCELLANEOUS 

21 PROVISIONS 

22 8EC. SOI. REPEAL& 

23 The following are repealed: 

24 (1) Section 506 of Public Law 101-630 (25 

25 U.S.C. 1653 note) is repealed. 
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1 (2) Section 712 of the Indian Health Care 

2 Amendments of 1988 is repealed. 

3 SEC. 301. SEVERABILITY PROVISIONS. 

4 If any provision of this Act, any amendment made 

5 by the Act, or the application of such provision or amend- 

6 ment to any person or circumstances is held to be invalid, 

7 the remainder of this Act, the remaining amendments 

8 made by this Act, and the application of such provisions 

9 to persons or circumstances other than those to which it 
10 is held invalid, shall not be affected thereby. 

O 
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The Chairman. Our panel will be John Callahan, assistant sec- 
retary, Management and Budget, Department of Health and 
Human Services; Melissa McNiel, Cherokee Nation of Oklahoma; 
Barbara Namias, director, Community Health Program, North 
American Indian Center in Boston; and Denis Turner, South Cali- 
fornia Tribal Chairmen’s Association. If you would come to the 
floor. 

Okay, if we could move on with this panel. We have a very lim- 
ited time, as I mentioned to the first panel. And if our guests could 
be seated. 

We’ll start with John Callahan, assistant secretary, Management 
and Budget for the Department of Health and Human Services. 

STATEMENT OF JOHN CALLAHAN, ASSISTANT SECRETARY 

FOR MANAGEMENT AND BUDGET, DEPARTMENT OF HEALTH 

AND HUMAN SERVICES 

Mr. Callahan. Thank you, Chairman Campbell. 

I have a full statement for the record. 

The Chairman. Yes; well include that in the record. And if you 
would limit your comments to what this little light up here says, 
I would appreciate it. 

Mr. Callahan. Right. I want to thank you and Senator Inouye, 
the ranking member, for inviting us here today. 

With regard to my oral statement, we want to commend the com- 
mittee for moving this legislation forward. It basically is done in 
the process of triBal consultation, which as you know, the Depart- 
ment has taken the lead among many departments of having a 
strong tribal consultation process with regard to our budget and all 
our policies. So we commend you in that regard. 

Our detailed statement indicates the Department’s views on 
many of the provisions in S. 2526. Let me say at the outset, we are 
very supportive of a number of the provisions including the ele- 
vation of the Director of IHS, Dr. Tnyillo, to the position of Assist- 
ant Secretary of Indian Health. And we also support many of the 
advances in the bill, particularly those dealing with diabetes fund- 
ing, which the President has proposed to amtinue at a level of $30 
million a year, as well as other authorizations for infectious disease 
and the modernization and establishment of epidemiological cen- 
ters in Indian Country. 

We’re also encouraged by the provisions of the bill that talk 
about expanded authorizations for health services to urban Indi- 
ans. We do know a number of urban Indians receive health services 
off the reservation, but there are many more that could receive 
those services, and we are supportive of many of the efforts that 
you’re making in that regard. 

There are a number of provisions in the bill, both in title III and 
title IV, that we feel need further consideration by the committee. 
In title III, in the area of facilities, the requirements to come for- 
ward with an annual facility plan, the additional burden that 
would cause, over and above the current priority list that the IHS 
develops, would be something that we’d nave to look at carefully. 
But there are also further fiscal and feasibility analyses that have 
to be taken with regard to the loan guarantee and loan repayment 
programs, that are also proposed in tne bill. 
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With regard to title IV, which is Medicaid and Medicare amend- 
ments, we would remind the committee that within the last 4 or 
5 years, we have worked very closely together, with HCFA and 
IHS, to provide up to date and streamlined reimbursements for 
Medicare and Medicaid to IHS. This has resulted in an increase of 
$196 million flowing to IHS facilities. 

We also had the proposal, as you know, which you’ve adopted, 
where there should be no premium and cost sharing for American 
Indian children under the SCHIP program. At the same time, we 
must make note that the public health service programs that are 
run by IHS and Medicare and Medicaid are in many ways dis- 
tinctly different programs. Medicare and Medicaid have distinct 
rules about payments and eligibility. And we would like to work 
further with the committee about the problems that we see in that 
part of the bill. 

Also we would say on negotiated rulemaking, as the committee 
knows, oftentimes that can be very constructive. But it has to be 
done in oftentimes a circumscribed manner, so that you will get to 
the end, you will have a consensus on negotiated rulemaking and 
not just have continuous meetings without any progress whatso- 
ever. That would not be helpful either to the American Indian com- 
munity or to the providers. 

But let me end on a positive note, Chairman Campbell. We think 
that S. 2626 is a very, very positive step in the right direction. The 
Department and the Administration is committed to working with 
the committee in further consultation in those areas where we still 
have some questions. So we would like to thank you for your efforts 
in that regard. 

(Prepared statement of Mr. Callahan appears in appendix.] 

The Chairman. Well, thank you for that support. 

I would remind you that we introduced this in May, as I remem- 
ber. But it’s my understanding that we sent you some paperwork 
on it to review the bill 10 months ago. And so if we do that again, 
I would hope you would get back to us earlier and give us some 
input on it. 

And with that, oh, by the wav, Dr. Tnyillo, are you here as a re- 
source person for Mr. Callahan? 

Mr. TRUJILLO. Yes; I am. 

The Chairman. All right, so well go ahead to Ms. McNiel, then. 

STATEMENT OF MELISSA McNIEL, EXECUTIVE OFFICER, 
OFFICE OF PRINCIPAL CHIEF, CHEROKEE NATION 

Ms. McNiel. Thank you. Good afternoon, Senator Campbell, 
Senator Inouye and members of the committee. 

I am Melissa McNiel, the executive officer of the Cherokee Na- 
tion. And I am here today to deliver Cherokee Nation’s strong sup- 
port for S. 2526. As you know, Cherokee Nation is the second larg- 
est tribe with over 213,000 tribal members. We were one of the 
first tribes to enter into a self-determination contract and a self- 
governance compact to deliver our health care services. 

We operate six outpatient clinics with very limited resources. By 
operating our own health care system, we have been able to reduce 
the Federal bureaucracy, enhance local control and make efficiency 
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improvements which have allowed us to better meet the needs of 
our tribal members. 

As I look around this room today and see many friends, I want 
to tell each of you that Cherokee Nation applauds your many ef- 
forts in addressing the unmet health care needs in Indian Country. 
You have once again done this through the introduction of this leg- 
islation, and we appreciate that. 

We believe that this bill not only strengthens the tribes, but it 
also enables Indian Health Service and health agencies to better 
serve tribal members. We believe it helps the Federal agencies to 
become true partners, strong advocates and helpful resources for 
all tribes. We are pleased tnat the tone of this bill is that the 
health status objectives for Indians should be at least as good as 
the U.S. population as a whole. 

The focus of my testimony today is title IV, which provides con- 
structive ways for Indians to benefit from federally-funded health 
programs, in addition to the Indian Health Service. This is a criti- 
cal concept, since the funding for Indian health programs does not 
meet the needs of Indian people. 

And now I want to make a few specific recommendations on title 
IV. We recommend that section 409(c) include language to address 
the inequalities in health care funding, both in the Federal health 
system and the Indian health system. These inequalities are docu- 
mented in the level of need funded study commissioned by Con- 
gress and published by Indian Health Service in December 1999. 

We recommend that the premiums and copays for Medicare part 
B be waived in section 419(b)(2) to assure Medicare access for In- 
dian elders. 

Also because many Indian elders have lived their entire lives in 
areas of high unemployment and have not been able to meet the 
required quarter’s work for Medicare eligibility, we recommend 
that all Indian elders be deemed eligible for Medicare. Medicare 
coverage for Indian elders is so critical because of the horrifying 
rate of diabetes. And to illustrate this point a little further, I want 
to tell you a quick story that our Chief Smith tells about his memo- 
rable encounter with diabetes and its effects. 

Ruth was a tribal member who he would see from time to time 
and always enjoyed visiting with her. One time he saw her and she 
had a foot missing. He asked her why she had a foot missing, and 
she told him that the doctor had to cut it off due to her having dia- 
betes. The next time he saw her, she had her leg missing. The next 
time it was the other foot, the other time the other leg. 

Then he heard one day that she had passed away. Unfortunately, 
this story is the rule in Indian Country and not the exception. And 
we must do more to fight against this horrible disease. 

We also recommend a clarification of the wording in section 
423(a) to distinguish between public and private health care plans 
and the tribe’s authority to bill the State directly for public health 
plans. We also recommend that reasonable costs be tied to a spe- 
cific standard such as not less than the amount Medicare would 
pay IHS for the same service. 

We also have a couple other recommendations in this title that 
are spelled out in the written testimony that I have submitted and 
won’t go into for a lack of time. 
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But I want to make two brief statements on title V and title VI. 
About one-half of Cherokee Nation's tribal members live outside of 
our service area due to Federal policies that encouraged relocation 
by the BIA as well as the lack of employment opportunities in rural 
Oklahoma. We are very glad that tne urban programs deliver 
health services to our urban Indian populations. 

All of us in this room has tried to oring national attention and 
focus to the health status of Indian people. We have had some suc- 
cesses and some failures. We believe that the provisions in title VI 
will enable us to more effectively advocate for the unmet health 
care needs in Indian Country. 

In conclusion, I just want to say that we believe S. 2526 simply 
allows Congress to fulfill promises made to tribes and enables 
tribes to operate their health systems more efficiently. Thank you 
for this opportunity to testify in support of this very important leg- 
islation. 

[Prepared statement of Ms. McNiel appears in appendix.l 

The Chairman. Thank you for those important comments on dia- 
betes. I frankly don’t know of an Indian family that hasn't been af- 
fected by it You spoke of the lady with the foot that was ampu- 
tated, my grandmother's stepbrother had his legs cut off three 
times. That might sound impossible to cut three times with just 
two legs, but that’s what actually happened, is they cut one leg ofT 
below the knee, and then they had to cut the other one off, and 
that still didn’t stop it, then they had to cut it off just below the 
thigh. So he lost his leg three times before he finally passed away. 

So it has a devastating effect, not only on the person, but on the 
whole family, too. So I recognize that Thanks for those comments. 

And please wish our friend, Wilma Mankiller, we hope she’s in 
good health and that retirement does have some virtues. 

Ms. McNiel. Thank you. 

The Chairman. Thank you. 

Barbara, if you’d like to continue, please. 

STATEMENT OF BARBARA NAMIAS, PRESIDENT, NATIONAL 
COUNCIL OF URBAN INDIAN HEALTH 

Ms. Namias. Good afternoon. Honorable Chairman and commit- 
tee members. My name is Barbara Namias. I’m president of the 
National Council of Urban Indian Health. I’m a member of the St. 
Regis Mohawk Tribe and also the health director of the North 
American Indian Center of Boston. 

On behalf of NCUIH and its 31 member organizations, I would 
like to express our appreciation for this opportunity to testify be- 
fore your committee on the reauthorization of the Indian Health 
Care Improvement Act. 

On March 8, 2000, the former president of NCUIH, Kay 
Culbertson, presented detailed testimony on the technical aspects 
of the Indian Health Care Improvement Act. I will not repeat that 
detailed analysis here. What I would like to do is address certain 
issues not addressed in the March 8 testimony. In particular, the 
absence of urban Indian in the Congressional policy statement for 
S. 2526, the definition of urban Indian and the status of the Okla- 
homa City Clinic and the Tulsa clinic. 
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Let me begin by saying that working with the National Steering 
Committee has been one of my best experiences in Indian Country. 
We were able to achieve an extraordinary level of consensus, prov- 
ing that by working together, we can accomplish more than by 
working separately. 

As a result, NCUIH strongly supports the recommendations of 
the National Steering Committee for the reauthorization of the In- 
dian Health Care Improvement Act, which form the basis of S. 
2526. We have raised, however, with the National Steering Com- 
mittee, certain issues which relate to urban Indians which need to 
be addressed. 

The first issue concerns a Congressional policy statement in S. 
2526. The Indian Health Care Improvement Act currently provides 
that it is the policy of the United States to achieve the highest pos- 
sible health status to both Indian and urban Indians. The law goes 
on to say that it is the intent of the Congress that the United 
States meet certain health objectives with respect to both Indians 
and urban Indians by the year 2000. This is current law. 

For some reason, S. 2526 does not, however, include a reference 
to urban Indians in the equivalent paragraphs. Removing urban 
Indians from these important policy statements would imply that 
the Congress no longer considers the health status of urban Indi- 
ans to be a national priority. We have been informed that this was 
an oversight. We strongly urge the restoration of urban Indian to 
section 3, subsection 1 and 2, of S. 2526. 

The second issue relates to the definition of urban Indian was 
changed in a manner which would eliminate some Indians cur- 
rently eligible for services at urban Indian programs. This has been 
explained as an unintended omission, and there has been general 
consensus on the National Steering Committee to restore the origi- 
nal language. 

I would like to comment briefly on why the definition of urban 
Indian has, since initial passage of the Indian Health Care Im- 
provement Act in 1976, been drafted to reflect the diverse makeup 
of the urban Indian community. Most urban Indians moved to the 
cities because of some Federal program or action, including one, the 
BIA relocation program, which relocated 160,000 Indians to cities 
between 1953 and 1962. Today, the children, grandchildren and 
great-grandchildren of these Indians are still in the cities. They 
maintain their Indian identity even if in some cases they have been 
unable to re-establish ties, including formal membership with their 
tribes. 

Two, the failure of Federal economic policies on reservations, 
which has forced many Indians to become economic refugees in the 
cities. Three, the termination of tribes, many of which have not yet 
been restored to recognition. Four, the marginalization of tribal 
communities such that they exist but are not federally recognized. 

Five, Indian services in the U.S. military which brought Indians 
into the urban environment. And six, the General Allotment Act, 
which made some Indians U.S. citizens, many of whom lost their 
lands and had to move to nearby cities and towns. Seven, court 
sanctioned adoption of Indian children by non-Indian families. And 
eight, boarding schools. 
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Some of these Federal policies were designed to force assimila- 
tion and to break down tribal governments. Others may have been 
intended, at some misguided level, to benefit Indians but failed 
miserably. 

The result of this course of dealing, however, is the same: The 
creation of an urban Indian community which is extremely diverse. 
In a 1976 report, the House noted that the Congress has a respon- 
sibility to assist urban Indians in achieving a life of decency and 
self-sufficiency, and has acknowledged that it is in part because of 
the failure of former Federal Indian policies and programs on the 
reservations that thousands of Indians have sought a better way of 
life in the cities. 

Unlike the Indian population on reservations, most but not all 
urban Indians are members of federally recognized tribes. Yet they 
are all Indian. They are all recognized as Inaians by their commu- 
nity, their circumstances are principally the result of Federal In- 
dian policies. They are deserving morally and legally of support 
from the Federal Government in achieving the highest possible 
health status. 

Finally, I would like to address the status of the Oklahoma City 
clinic and the Tulsa clinic. Both clinics would like to be established 
as permanent programs. However, section 512 of S. 2526 would 
only make the Tulsa clinic a permanent program. We believe that 
it is in the interest of the Oklahoma City urban Indian client popu- 
lation that the Oklahoma City clinic also be established as a per- 
manent program. 

The National Council of Urban Indian Health thanks this com- 
mittee for its support for urban Indians. We also thank the com- 
mittee for this opportunity to provide testimony on the rcauthorizn- 
tion of the Indian Health Care Improvement Act. 

[Prepared statement of Ms. Namias appears in appendix. 1 

The Chairman. Thank you for speaking up for urban Indians. 
Out of the approximately $2.3 billion IHS budget, about $27 mil- 
lion goes to urban Indians, and yet half the Indians in America live 
in urban areas. And I think most of us are aware that they're pret- 
ty under-served. So thanks for your comment. 

Let me also apologize before I go any further to Melissa. Now I 
know why you're so knowledgeable about health care, because you 
helped formulate some of the language that’s in this bill, and you 
were here on a fellowship last year. And I'm sorry, it’s part of age, 
I guess, I apologize for that. Thanks for coming back to testify. 

And Virginia, Ms. Hill. I had on my chart for people who are tes- 
tifying a Denis Turner. Is there a connection? Are you speaking in 
his place? 

Ms. Hill. Yes; I am. 

The Chairman. Okay, that will be fine. Why don't you go ahead. 

STATEMENT OF VIRGINIA HILL, SOUTHERN INDIAN HEALTH 

COUNCIL, INC. 

Ms. Hill He was unable to attend today, and Fm here with 
Ralph Goff, who is the chairman of the Campo Band of Kumei and 
also the president of the Southern California Tribal Chairmen’s As- 
sociation. 
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As you are aware, there are two Indian provisions in TANF, the 
first, equitable access to services that the Governor had to assure 
to, and the second being direct funding to tribes so they could run 
their own TANF programs. Currently, there are 21 tribal TANF 
programs and 20 pending, including the Torres Martinez in South- 
ern California. 

As you are aware, one of the mqjor problems to providing any 
service in Indian Country is transportation. Tribal members must 
fill out one application for cash assistance on the reservation and 
then seek transportation to go to a county welfare office to apply 
for Medicaid and food stamps. What we're proposing is a one stop 
application by providing all welfare related services on the reserva- 
tion. 

It’s iust a short, a very short amendment that we’re requesting. 
And the language is, Indian tribes that administer a tribal TANF 
program are authorized to determine eligibility for the Federal 
Medicaid program. We have support, there is a resolution that was 

K ssed by NCAI in 1998 in support of this effort, and also support 
ters from the Cherokee Nation, the Osage Nation, tribal cnair- 
men and several others that were sent to Paul Moorehead’s office. 
Thank you very much. 

[Prepared statement of Ms. Hill on behalf of Ralph Goff and 
Denis Turner appears in appendix.) 

Senator INOUYE (assuming ChairJ. I would like to ask a few 

J uestions if I may. I would Tike to preface this by indicating that 
am not a mathematician. But according to the numbers and sta- 
tistics provided this committee, there are 556 federally recognized 
tribes. That is correct, is it not? 

And according to the report, 146 of these tribes receive health 
care services from the Indian Health Service, is that correct? 

Mr. Trujillo. Of the 558 federally-recognized tribes, over one- 
half are presently contracting or compacting tribes. Those other 
tribes are handled through the Health Service. 

Senator Inouye. According to the numbers that we have, 431 
tribes are self-governance or compact tribes, is that correct? 

Mr. Trujillo. That's pretty close to the number. It’s over one- 
half the federally-recognized tribes are right now self-governance 
and contracting tribes. 

Senator Inouye. One-half? 

Mr. Trujillo. Over one-half at the present time. 

Senator Inouye. So the numbers tnat we have are not correct? 
Mr. Trujillo. I'll have to make sure that those numbers are cor- 
rect. Right now we’re dealing with about 558 federally-recognized 
tribes. Over one-half of those tribes are now compacting or con- 
tracting. As you recognized, the Alaska tribes and native villages 
are also inclusive of that. 

Senator Inouye. Well, I will give the full numbers. According to 
the numbers, there are 556 federally-recognized tribes, 146 are 
served by IHS and they receive 58 percent of the budget; 431 are 
self-governance tribes, and they receive 42 percent of the budget; 
431 receiving 42, 146 receiving 58. 

And about 48 percent of the total population of American Indian- 
Alaska Natives reside in urban areas, about 1 million, for their 
health services we have set aside $27.8 million. Is that correct? 
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Mr. Trujillo. In regards to the funding that tribes get and also 
that those urban programs, there are approximately 34 urban pro- 
grams across the United Sates, it is through title V. The majority 
of Indian Health Service funding does go to tribes and self-govern- 
ance compacting, and to those tribes who wish to remain within 
the delivery system of Indian Health Service. 

Senator Inouye. I hope you will get together with the staff to 
clarify this. Because according to the written numbers we have 
here before me, that's what it says, and it just doesn’t make sense 
that you would spend nearly 60 percent of the budget for 146 tribes 
and 40 percent of the moneys for 431 tribes. So will you have this 
clarified? 

Mr. Trujillo. Yes; we will. But you have to remember that our 
funding is not per capita. It’s based upon the various previous 
budget allocation. We also fund a number of facilities, the majority 
of Indian Health Service facilities, of course, are off, are not in the 
urban centers, but rather in reservations or remote sites such as 
Alaska or other places like that 

Senator Inouye. I would like to get those numbers, also, because 
I would like to see if we are appropriately funding the self-govern- 
ance tribes. It would appear from the numbers that have been pro- 
vided to the committee that they are not appropriately funded. 

Now, I do not want to come to that conclusion, but that is what 
the numbers tell me here. 

Mr. TRUJILLO. Is this in regard to the self-governance tribes? 

Senator Inouye. According to — I will read this here. Self-govern- 
ance tribes receive 42 percent of the IHS budget, which is $2.39 bil- 
lion. And they manage 13 hospitals, 160 health centers, 3 school 
health centers and 236 health stations and native village clinics. Is 
that wrong? 

Mr. Trujillo. That’s approximately right. The majority of the 
self-governance tribes are also quite small in regards to numbers 
and also locations. 

Senator INOUYE. And then it says here, and I am quoting, “direct 
health care services", that is what you provide, account for 58 per- 
cent of the IHS budget, and 36 hospitals, 58 health centers, 4 
school health centers and 44 health stations. Fifty-eight percent for 
146 tribes, 42 percent for 431 tribes. 

Mr. Trujillo. Correct. Fairly correct. Within those direct service 
tribes, you also have the Navtyo Nation, which is the largest tribe 
in the United States. 

Senator Inouye. So if you work it out, I want to get a better un- 
derstanding. And also, the population figures. Because if these 
numbers are placed here without explanation, one would get the 
impression that a lot of money is being spent for bureaucracy, and 
it is not benefiting Indian Country. 

Mr. Trujillo. We will give you appropriate numbers. In fact, the 
Indian Health Service has one of the lowest amount of administra- 
tive overhead in regards to the program base. The majority of fund- 
ing does go to tribes, direct services, as well as urban programs. 
So your impression, or others’ impression, could be a mistake in 
that regard. 
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Senator INOUYE. And the measure before us is a bill that was 
made by Indian Country, is that not correct? Who represents In- 
dian Country here? 

Ms. McNlEL. I do. 

Senator INOUYE. Are you satisfied with this measure? 

Ms. McNlEL. Well, as 1 stated in my testimony, the Cherokee 
Nation does support this bill strongly. We do have several rec- 
ommendations tnat we submitted in our testimony. 

Senator INOUYE. And Indian Country has had appropriate input 
in the drafting of this measure? 

Ms. McNlEL. As you know, there was a National Steering Com- 
mittee that was put together that had appointed tribal representa- 
tives from the 12 areas of Indian Health Service. And it went 
through, they held several regional consultation conferences 
throughout the country where people could come and offer input. 

So yes, it is a bill that has gone through tribal consultation, lots 
of input from the tribes. 

However, nothing, you know, takes the place of a tribe having 
their sovereignty to have input on things. So with that said, yes, 
the bill has had lots of tribal input. 

Senator INOUYE. Are you satisfied that the self-governance tribes 
are content with the funding provided? Are they happy with the 
funding? 

Ms. McNlEL. Well, of course, the funding for Indian Health care 
in itself is terrible. I don’t know what other word to use. It's so 
under-funded. And I’d like to refer back to the study that I referred 
to in my comments on the level of need funded study, which was 
a study that was commissioned by Congress to look at the inequal- 
ities in Indian Health Care funding, not only in the Indian health 
care system, but also throughout the Federal system. 

Indian health care funding, compared to the Federal system, a 
Federal employee receives health benefits that averages, I think it's 
about $2,800 per person. And Indian Health Service average is 
about $1,450 per person. And I just want to add, since I’m from 
Oklahoma, that Oklahoma is the lowest funded. And we’re at $856 
per person. 

Senator Inouye. I ask the question because I want it for the 
record. I am well aware of the discrepancies and the unfairness 
and the inequity. But we need it for the record here. 

I know for example that the doctors in the Public Health Service 
are paid less than Defense Department doctors or Veterans Admin- 
istration doctors. And their work is just as valuable, if not more 
valuable, than many of those other physicians. So the inequity runs 
right through the whole system. 

Ms. McNlEL. Yes, sir. 

Senator Inouye. Are you satisfied that the services provided by 
self-governance tribes are just as good as those provided directly by 
IHS? 

Ms. McNlEL. Oh, absolutely. I personally think that self-govern- 
ance tribes that deliver their own nealth care system provide better 
health care. And the reason I say that is that people tend to gener- 
alize tribes as Indian people. But every tribe is unique. And the 
health care needs of individual tribes are also unique. 
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And a tribe that delivers their own health care system can tailor 
and redesign their health care system to meet those unique needs 
of those individual tribal members. 

Senator INOUYE. In general, do the professionals, such as physi- 
cians, in the self-governance program, receive pay equal to that of 
the public health officers? 

Ms. McNlEL. I’m not sure I can answer that in general. I think 
that, I want to say yes. And the reason I want to say that is be- 
cause the quality of the self-governance, and I’m speaking on be- 
half of Cherokee Nation, because we are self-governance and de- 
liver our own health care, that the quality of our providers is top, 
is rated at the top. 

So I guess in general I would want to say yes, but I don’t know 
that for a fact. I’ve not done an analysis of that. 

Senator INOUYE. I have several questions, including those pre- 
pared by the chairman of the committee, which I would like to sub- 
mit to all of you for your consideration and response. 

So with that, on behalf of the chairman, I tnank all of you. And 
with that, the hearing is amounted. 

(Whereupon, at 2:56 p.m., the committee was adjourned, to re- 
convene at the call of the Chair.] 



APPENDIX 



Prepared Statement or Hon. Ben Nigkthorse Campbell, U S. Senator prom 
Colorado, Chairman, Committee on Indian Affairs 

Good afternoon. The committee will come to order. Today's hearing marks the 
third in a series of hearings considering S. 2526, the Reauthorization of the Indian 
Health Care Improvement Act of 1976 fact), legislation I introduced along with Sen- 
ator Inouye earlier this year. 

The 1976 act forms the legal cornerstone for the provision of health services to 
Indian people, and its importance cannot be overstated. 

American Indians and Alaskan Natives continue to suffer the worst health status 
of any racial or ethnic group in America. As I have stated before, Native people suf- 
fer diabetes at a rate that is three times that of the general population and alcohol- 


fer diabetes at a rate that is three times that of the general population and alcohol- 
ism and cancer at rates that are six times greater than the general population. The 
statistics are appalling, yet it must be recognized that the overall status of Indian 
health has vastly improved over the last 25 years, an improvement that can be 
largely attributed to the efforts of Congress, the tribes and the Indian Health Serv- 
ice operating together and pursuant to authorizations granted under this act. 

First passed in 1976, the Indian Health Care Improvement Act has been reau- 
thorized four times. The overall purpose of the act is twofold: No. 1, to address and 
minimize the health disparities among Native people in a coherent manner, and No. 
2, to encourage and maximize the number of Native people involvod and participat- 


2, to encourage and maximize the number of Native people involvod and participat- 
ing in health care delivery in Native communities. 

Additionally, this reauthorization seeks to reaffirm key principles with the pas- 
sage of this legislation. First, we recognize that federally provided health services 
for Native people are consistent with the unique legal and political Federal -tribal 
relationship. Second, we reiterate that a key Federal goal of the United States is 
to provide the quality and quantity of health resources necessary to elevate the 
health status of American Indian and Alaskan Native people to the level enjoyed 
by most Americans. 

Finally, and consistent with long-standing principles of Indian self determination 
and self governance, we continue to stress the importance of American Indian and 


and self governance, we continue to stress the importance of American Indian and 
Alaskan Native participation, to the maximum extent possible, in the planning, 
management, and implementation of health services. 

S. 2526 is the product of hundreds of hours of hard work and is the culmination 
of tireless efforts of Indian tribes, urban health centers and the Administration to 
develop a draft bill that provides flexibility in the operation of Indian Health pro- 
grams yet ensures their effectiveness. 

Our hearing today will focus on three important aspects of the reauthorization 
legislation: No 1, title IV, which deals with third party billing, and sorvos as an 
important source of cash-flow for Indian Health Service operations and allows them 
stretch the Federal dollar further, No. 2, title V, which authorizes the provision of 
health services to urban Indians through s grant program to urban Indian organiza- 
tions- and No. 3, title VI, which deals with the organizational structure of the In- 
dian Health Service. 
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Important changes have been made to each of the titles of the bill we will discuss 
today. For instance, changes have been made to title IV which makes permanent 
and expands a demonstration program that allows tribes to collect reimbursements 
for Medicare and Medicaid directly from Federal sources, rather than continuing the 
current convoluted process which requires a tribe to send their billing through the 
IHS which, in turn, seeks reimbursement on the tribe's behalf. 

Changes to title V would streamline the processes for grant applications and con- 
tracting, and expands authorizations for the provision of services by urban pro- 
grams, including eligibility for diabetes grants and the operation of the community 
health representative program. 

Title VI provides that the Office of the Director of the Indian Health Service shall 
be elevated to the position of Assistant Secretary for Indian Health within the De- 
partment of Health and Human Services, a change supported by this Committee, 
the tribes, as well as the Department Title VI also provides for the establishment 
of an automated management information system. 

These changes are far reaching in their implications and I am looking forward to 
hearing from our witnesses today. 

As we all know, there are barely 25 days remaining in the 106th Congress and 
there is much work for this committee to do. It is my intention that the committee 
report this legislation in this Congress and lay the groundwork for its continued 
consideration m the 107th Congress. The com menu we hear today will do much to 
further the development of S. 2526. 


Prepared Statement or Hon. Byron L. Dorgan, U.S. Senator from North 

Dakota 

Mr. Chairman. I want to thank you for convening this hearing on legislation to 
reauthorize the Indian Health Care Improvement Act (IHCIA). As has been docu- 
mented at the earlier hearings on this subject, there is a health care crisis occurring 
in Indian country. Native Americans are still 5.3 times more likely to die of tuber- 
culosis, 4.4 times more likely to die of chronic liver disease and cirrhosis, 2.5 times 
more likely to die of diabetes, 3 times more likely to die in an accident, and nearly 
twice as likely to commit suicide. 

It is vitally important that Congress address these problems as part of the reau- 
thorization of the IHCIA, which is scheduled to expire on September 30 of this year. 
The IHCIA is the m«jor Federal law governing the deliveiy of health care to Native 
Americana, and it authorises funding for health service delivery, program* to help 
ensure an adequate supply of Indian health professionals, health care facility con- 
struction, and health services for urban Indians, among other things. 

This is the third in a series of four hearings the committee has planned on reau- 
thorization of the IHCIA. I'm pleased. Mr. Chairman, that you have agreed to let 
me chair the fourth hearing on this important subject, along with Senator Conrad, 
next Friday, August 4 in Bismarck. ND. This field hearing will focus on titles VI 1 
and VIII of the reauthorization legislation, as well as Native Americans' access to 
prescription drugs. I will submit a longer statement for the record at next week's 

Thame you, again. Chairman Campbell for your work and leadership on this issue. 


Prepared Statement or Charlie Curtis, President, NANA Regional 
Corporation, Inc. 

My name is Charlie Curtis, and I am the president of NANA Regional Corpora- 
tion, Inc., one of the 12 Alaska Native Regional Corporations created pursuant to 
the Alaska Native Claims Settlement Act for the natives of northwest Alaska. 
NANA has over 11,000 Inupiat shareholders. 

One of NANA's goals as a native corporation is to provide job opportunities for 
its shareholders. NANA employs over 1,500 employees, many of whom are share- 
holders. Employees in full tune, non-temporary positions receive benefits, including 
health insurance. NANA is self insured for health care benefits. 


NANA has seen a significant increase in the cost of its health care benefits in the 
past several years as a result of rebilling by Indian and Native entities running 
health care facilities in Alaska under funding agreements pursuant to the Indian 
Self-Determination and Education Assistance Act 
I have reviewed a copy of the testimony of Mr. Jacob Adams, president of Arctic 
Slope Regional Corporation, on S. 2526. which I understand has previously been 
provided to you. NANA agrees with the comments made by Mr. Adams. Like ASRC, 
Nana, and not the Federal Government, is being asked to pay for the health care 
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services of its Alaska Native shareholder employees. This result is not compatible 
with Congress’ intent to provide, at the Federal Government's expense, health care 
services for Alaska Natives. 

Accordingly. NANA supports the adoption of section 406(g) of S. 2526. 

Thank you for the opportunity to comment. 


Prepared Statement op Gregory E. Pyle, Chief, Choctaw Nation op 

Oklahoma 

Chairman Campbell, members of the committee, ladies and gentlemen: Thank you 
for the opportunity afforded the Choctaw Nation of Oklahoma to provide testimony 
before such a distinguished body on this vital piece of legislation. 

The Choctaw Nation is located in the extreme southeast comer of Oklahoma. Our 
historical boundaries encompass 10V*i counties. Our tribal enrollment exceeds 
140,000 Choctaws and they are scattered throughout the United States and across 
international boundaries. Our health service population is over 40,000, treating pri- 
marily Choctaw, but our open door policy assures that we will see many of rep- 
resentatives of the 557 federally recognized tribes. Many of our people are poor, liv- 
ing well below the national standard. Three of the counties within the Choctaw Na- 
tion have the lowest income rates in Oklahoma. Quality health care provided by the 
Choctaw Nation is a necessity for the people in our service area, not a luxury. The 
majority of people that we serve have no other choice. We are their only access to 
health car*. 

We take much pride in the direction the Choctaw Nation is moving. On July 14, 
1999, we opened a new hospital in Talihina, OK. We built this $28 million, 144,000 
square foot, facility with Choctaw Nation dollars, not Federal dollars. We were try- 
ing to provide health care to our population in an old TB sanitarium, built in the 
1930’s. This was unacceptable to us. As you can see, the delivery of quality health 
care to our people is our first priority. 

With this in mind, allow me to make comments on the proposed legislation. In 
the interests of expediting the committee’s considerations, and making our com- 
ments as helpful as possible, I will be brief. 

TlUe 1: Indian Health. Human Resources and Development 

Any health care system cannot function without trained and Qualified health care 
providers. Title I attempts to bring that qualification responsibility to the local level, 
by increasing requirements for qualified personnel. This is the goal, and the reouire- 
menta are good, if you live in an area that is attractive to professional people. How- 
ever, attracting service providers is a large issue with us. While it is beautiful and 
scenic in the Choctaw Nation, it is a great distance to large cities and all those 
things that cities can provide. People at the top level of their professions gravitate 
toward the cities, with their social, economic and education advantages. Priorities 
must be established to assist locations, such as ours, who have difficulties in recruit- 
ing. Enhanced scholarship programs must be provided with service fulfillments in- 
creased for service in Health Professional Shortage Areas. This is not a new concept, 
but it seems to have fallen by the wayside. We hope the committee will consider 
it for this title. 

Title II: Health Service. 

The Choctaw Nation of Oklahoma was one of the first tribes to contract for all 
the Indian Health Services provided to its citizens (1985). In 1994, we entered into 
a title III, self-governance agreement and have been aggressively carrying out our 
own programs. We know that the Indian Health Service budget is woefully inad- 
equate. We urge the Congress and the Administration to pay need to our requests 
for increased funding in fiscal years 2001, 2002 and subsequent years. We particu- 
larly want to draw the committee’s attention, again, to the disparity in the funding 
for Indian Health Services, when viewed from two perspectives: First, compared to 
the general population, and second, when looked at among IHS service areas. A re- 
cent study, conducted under the auspices of IHS and called the level of need funding 
study, estimated that IHS funding was less than 12 percent of the funding spent 
on a comparable group of non-Indian study subjects (subjects were substantially 
supported in health care by the Federal Government). This severe underfunding 
means a lack of services for all Indian trust-responsibility recipients of the Federal 
Government. In addition, the level of need study found that some IHS service areas 
were receiving 2Yi times the amount of funding other areas were receiving. Due to 
historical and other factors, the Oklahoma area is the lowest in per capita funding 
among all IHS service areas. We ask specifically that Congress urge the director. 
Indian Health Service, that any new funding, above and beyond the level in the cur- 
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rent appropriations cycle, be distributed under the methodology presented by the 
level ot need funded workgroup. 

Diabetes is an illness connected to Native American populations in a disportionate 
percentage. Diabetes is killing and disabling our Indian people at alarmingly in- 
creasing rates. Early onset of type II diabetes, for instance, is now showing up in 
children, a situation which did not exist just 20 years ago. Tribal programs must 
receive increased funding for diabetes. Funding must not be restricted and placed 
in a contracting status, such as in the 150 million dollars diabetes demonstration 
project. We are competent to spend the money appropriately. The level of funding 
for this disease should be increased, and the number of different services provided 
should be increased. In Oklahoma, for instance, the Choctaw Nation, in conjunction 
with the University of Oklahoma, is seeking funding for the establishment of a Reg- 
to aid in identification and early treatment of this condition. This registry 
be replicated and expanded throughout the State. Early detection, and diabe- 
tes prevention programs for those determined to be at risk, are key to getting a han- 
dle on this silent killer of Native Americans. 

Title in: Health Facilities. 

The Choctaw Nation took the responsibility, and built, a new hospital. We were 
on the Indian Health Service facilities list. However, it would have been yean be- 
fore we would have been funded. Also, we were able to build our hospital for almost 
20 million dollars less than the Indian Health Service had estimated. The Choctaw 
Nation has also built an ambulatory clinic at Pouteau. OK through the joint venture 
program with Indian Health Service. We all acknowledge that there will never be 
enough money appropriated to keep our hospital and clinics up to the profession's 
standards. We must be innovative, using programs such as joint venture. We ask 
Congress to work closely with tribes and the Indian Health Service in these efforts. 
We offer ourselves as examples of what can be done, and we assure the committee 
we will work with any other tribes who seek to benefit from our experiences. 

Title IV: Access 

Tribal programs which have used their own initiative to move forward into con- 
tracting and compacting have set the standard for Indian Health Service in billing 
and collecting for third party reimbursements. In the period of little or no budget 
increases, this is the life-blood of our health programs. The Choctaw Nation of Okla- 
homa is one of four tribal programs in a demonstration program that allows for di- 
rect billing from third parties We ask that the Choctaw Nation of Oklahoma be al- 
lowed to retain that status. We also, would support opening participation in this 
demonstration project to any tribal program wishing to participate. For these rea- 
we thank the committee for its actions on S. 406. a bill to accomplish these 


tasks, and promise to work for its passage in the House. 
Title V: Health Services for Urban Indians. 


The Choctaw Nation recognizes that Indian people do move to larger cities seek- 
ing employment and education. Section 512 has become a major divisive issue for 
tribes and urban programs in Oklahoma. The Oklahoma Citv Urban Center and the 
Tulsa Urban program have been in demonstration status for 7 years. Section 512 
would make these two programs permanent and would place them outside the scope 
of Indian aclf-determination. This proposed action would set a precedent that is con- 
trary to self-determination and Self-Governance for Indian tribes and their citizens, 
as well as with the intent of all other legislation concerning services for Indian peo- 
ple. Services and resources to support those services are tied to federally recognized 
tribes that have a reservation land base or a previously defined land base, which 
resulted from individual treaties between tribes and the United States. 

The demonstration authorization of funding for Federal Urban Indian Health 
Services resources, outside the responsibility of tribes, establishes the precedent 
that any group of Indian citizens or and individual Indian can have Congress act 
them up in business independently without honoring the Federal/tribal government 
to government relationship. While the two demonstration projects in Oklahoma City 
and Tulsa have addressed health care needs, they are clearly absent of any input 
and/or participation of the tribal governments, which are authorized to represent 
the Indian citizens to whom they are providing services. Before any final action is 
taken on this section, we suggest field hearings in Oklahoma to address this issue. 
Title VI: Organisational Improvement*. 

The Choctaw Nation supports the elevation of the Director of Indian Health Serv- 
ice to the level of Assistant Secretary. 

Title VH: Behavioral Health. 

The Choctaw Nation supports additional funds to assist our patients in the men- 
tal health and substance abuse arena. However, we do not support the regional 
treatment center concept for existing or expanded programs. Historically, in-patient 
treatment without intense participation by the families or those significant to the 
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patients have failed. Regional programs located 3 to 4 hours from Datient homes are 
not workable, or accessible to other working family members. Dollars provided for 
these regional programs should be made available to local programs that are under- 
funded. These dollars must remain at the local level. 

Conclusion. 

Indian Health Service programs carry the major load for assuring a minimum 

S ality of life for your constituents, and my constituents. The Choctaw Nation of 
Jahoma is among the leaders in taking the responsibility for these programs and 
their administration onto tribal shoulders. The health care of its people is the first 
priority of the Choctaw Nation. I appreciate the opportunity to share my statements 
with the committee. Positive and ongoing dialog will make the relationship between 
the U.S. Government and our tribal government stronger. 

Thank you 
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S. 2526 - TO AMEND THE INDIAN HEALTH CARE IMPROVEMENT ACT 
TO REVISE AND EXTEND SUCH ACT 
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Mr Chairman and Members of the Committee 

Good afternoon. I am pleased lo Certify loday on behalf of the Secretary of the Department of 
Health and Human Services on this histone legislation. S.2526. the Indian Health Care 
Improvement Act Reauthonzation of 2000. Today. I am accompanied by Dr. Michael Trujillo. 
Director of the Indian Health Service (HIS). Mr Michel Lincoln. Deputy Director. Mr Gary 
Ham. Acting Director of the Office of Public Health, and Dr. Craig Vanderwagen. Director, 
Division of Clinical and Preventive Services. Office of Public Health 

Since Dr Trujillo last testified before this Committee, the Department has continued lo review 
and analyze this complex and expansive proposal as reflected in S. 2526. The Indian Health 
Care Improvement Act (IHC1A) was originally enacted ui 1976 to provide additional guidance 
and authority for the programs of the federal government that deliver health services to American 
Indian' Alaska Natives. The rcaulhonration of this cornerstone authority provides an 
opportunity for all of us to revisit the original intent of this legislation, and examine the Act in 
light of the many changes that have occurred in the health care environment during the past 24 
years 
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The 1HS has the responsibility for the delivery of health services to Federally recognized 
American Indian and Alaska Natives (AI/AN) through a system of IMS. tribal, and urban (ITU>- 
opcratcd facilities and programs based on treaties, judicial determinations, and Acts of Congress. 
The mission of the agency is to raise the physical, mental, social, and spiritual health of 
American Indians and Alaska Natives (AI/AN) to the highest level, in partnership with the 
population served. The agency goal is to assure that co m p rehensive, culturally acceptable 
personal and public health services arc available and accessible to the service population. And, 
the Department’s responsibility is to uphold the Federal government's obligation to promote 
healthy AI/AN people, communities, and cultures and to honor and protect the inherent 
sovereign rights of tnbes 

The Tribal Steering Committee Draft bill, upon which S. 2526 was based, was submined to 
Congress by tnbes directly and does not necessarily represent the Administration's views on 
policies The Tnbal and urban Indian health care proposals now contained in this bill 
recommend the most sweeping changes in the history of the IHCIA. S. 2526 contains 
recommendations that require careful analysis to determine the full impact of the bill's many 
recommendations 

In drafting the bill, tnbal and urban Indian representatives placed no parameters or limitations on 
changes that they might consider or recommend for the reauthonution of IHCIA This bill 
includes new requirements for IHS by establ is hi n g new and expanded authorities. which will 
increase expectations and place additional pressures oo 


IHS ability to operate programs within 
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its limited appropriation. We have concerns that these expansions would detract from IHS’ 
ability to carry out its mission of providing bask health care services to Al/ANs. Also, since 
many of the new provisions convert grants into progr am s available for tribal Self- Determination 
contracts and compacts, the associated Contract Support Costs could increase proportionately. 
The FY 2001 Budget included a histone $230 million increase for IHS Even though this is the 
largest funding increase ever requested. IHS would not be able to implement these expanded 
authorities. 

S. 2526 contains eight (S) titles that encompass mo* of the health related provisions m the 
existing IHC1A: Title I. Indian Health. Human Resources and Development; Title U, Health 
Services, Title HI. Facilities. Title IV. Access to Health Service*. Title V. Health Services for 
Urban Indiana, Title VI. Organizational Improvement*. Title VII. Behavioral Health Programs; 
and Title VIII. Miscellaneous. The Administration is m the process of reviewing the many new 
provisions proposed in the tnbal draft legislation in the context of the President's Budget We are 
not prepared today to provide the Committee with a formal position on this expansive legislation 
without completing a thorough review. We will share with you today our views to date on some 
of the provisions contained m S.2S26. 



The purpose of this title is to ensure that Indian health programs have an adequate supply of 
trained professionals able to provide culturally appropriate care. In order to achieve this goal. 
Title I includes provisions for the education and training of health care professionals Many 
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provisions in the existing statute are p roposed to be amended to accommodate the rapid pace of 
change in the health fields in future years. We note that Sec. 105 - Indian Health Professions - 
combines two separate scholarship programs into one section. Under the existing statute. Sec. 
104 contains the Indian Heahh Service Scholarship Program and Sec. 120 contains the Matching 
Grants program These two programs are separate in their administration and we would • 
recommend they remain separate in the reauthorirabon of this provision 

Title II. Health Sqvwa 

A number of provisions in Title II of the bill will assist in our efforts to reduce unnecessary 
disease and injury and raise Indian heahh to the highest possible level There are many health 
care priorities in Indian Country, but effective prevention and treatment of diabetes and its 
related complications must rank among the highest. Sec 204 of the bill would institutionalize the 
progress we are making with the diabetes p rogram funded under the Balanced Budget Act of 
1997, by establishing an ongoing national program with in the IIICIA. This would be 
comparable to the President's proposal to amend the diabetes program in the Balanced Budget 
Act to continue funding for this important program Sec 212 would update and expand our 
tuberculosis program to focus more broadly on all communicable and infectious diseases 

Section 224(a) clan Ties that patients receiving contract health services (CHS) authorized by the 
Service will not be liable for payment of charges or costs associated with provision of those 
services. This protection, together with additional protections in Title IV. would provide greater 
peace of mind for Indian patients who worry about dunning letters and damage to then credit 
attempts to recover payments from them as well as from 
5 


of CHS provider 


the Service. 
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Tilk ID; FwiliHa 

Sec. 301 («X2) provides foe newly constructed or renovated facilities. whenever practicabk, to 
meet the construction standards of any nationally recognized accrediting bodies, not just JCAHO. 
This provision recognizes the expanding number of accrediting bodies; however, the Secretary 
does not recognize all of them for the various provider types they accredit. Because it appears as 
though the intent is to assure that construction and renovation funds maximize the likelihood of 
the facility being abk to collect Medicare and Medicaid payments, it may be more appropriate to 
revise this provision of the bill to reflect that intent 

S. 2526 greatly expands agency program reporting requirements We have general concerns 
about the overall reporting burden placed on IHS because it could require the diversion of 
resources from other much needed programs, including patient care, facility maintenance and 
other critical areas of the HIS programs In addition, of concern is the new provision in Sec. 
301(c) that would require the Secretary to report annually on the needs for health care facilities 
construction, including the renovation and expansion needs of existing facilities While the first 
year report to Congress does not require consultation with Tribes, IHS would need to develop a 
baseline description of existing facilities and determine the need based on existing programs, 
facility conditions, facility efficiency and other factors 

Section 303(b) eliminates applicability of Davis Bacon wage rales for construction of Indian 
Health Service facilities. The Administration has significant concerns about this provision. The 
committed to maintaining the important worker protections provided by 


Administration is firmly 
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the Davis-Bacon Act which applies to workers employed by contractors and subcontractors 
performing on Federal or Federally-assisted construction projects. 

Sec. 310 provides new authority for joint ventures between IHS and Tribes as an alternative to 
the long wait on the IHS facilities construction priority list. Thu proposed authority could assist 
the IHS and Tribal health programs in meeting the construction needs of facilities, which average 
30 yean of age, and maintenance arid repair of many of the facilities in Indian country. 

Before moving ahead on any new Joint Venture projects in the future, IHS will need to examine 
the following issues: a) find a way to integrate and priontire joint ventures with the IHS 
Facilities Construction Priority Luts, b) ensure that long term costs associated with staffing and 
operations are consistent with IHS standards for providing health care facilities and services to 
Federally Recognized American Indians and Alaska Natives can be accommodated by future 
funding levels; and. c) assure the funding committed to JouH Venture projects addresses pnonty 
needs for health care facilities and the delivery of health care services with the highest relative 
need. 


In many respects, the changes in Title IV ire the most far-reaching changes in the bill, both for 


the IHCIA and for the Social Security Act We currently do not have cost estimates for this bill. 


In addition, we have not thoroughly assessed every provision for administrative feasibility and 
consistency with the President's Budget I will highlight some provisions m this title 
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Many of the changes in Title IV and conforming amendments to the Social Security Act focus on 
provider payment issues. Previous amendments to the IHCLA and the Social Security Act allow 
I/T/Us to bill Medicare and Medicaid in certain, limited ways and were intended to provide 
access to additional funds to supplement, not replace the IHS appropriation -Since those earlier 
amendments, both the general health system and Indian health have changed dramatically. 

It is important to remember that there are fundamental differences between public health 
programs like IHS and many other HHS health programs, and health insurance programs like 
Medicare and Medicaid Public health programs generally have limited funds, but they have 
broad discretion on how those funds may be used Exactly the opposite is the case with 
Medicare and Medicaid, which arc health insurance programs that guarantee payment with 
unlimited Federal funds, but place their limits on both the type of benefits and the categories of 
individuals for which those funds can pay. It is not surprising that IHS and HCFA programs. 
Hailing with such basic difference*, have developed some incompatibilities. 

Title II. sec. 203 adds a number of detailed provisions for a now provider type called a Qualified 
Indian Health Program (QUIP), for VXM% that want to participate in Medicare and Medicaid 
The QUIP provisions contain a number of exceptions to the usual coverage, payment, and other 
roles for those programs While creation of an Indian specific provider type could address 
problems Indian providers face, the proposed QIHP is extremely complex and would present a 


number of difficulties in its administration 
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Similarly, see. 423 sets out a senes of managed care payment rules and exceptions which may 
have unintended adverse consequences. In a growing number of States, health is dominated 
by managed care Exempting Indian health from such systems could leave Indian providers and 
their patients without access to the significant advantages of increased benefits and care 
coordination common to such managed care systems A simpler and more effective approach 
needs to be developed to address these issues 

Some proposed solutions in the bill are broader than necessary to address the underlying 
problems. For cxample-we understand that some people have read the current Emergency 
Medical Treatment and Active Labor Act (EMTALA) to require that Indian dimes transport 
emergency patients to their parent hospital even when an appropriate transfer to a closer hospital 
is warranted As HCFA staled in its recent regulation concerning provider-based status. HCFA 
docs not actually read EMTALA this way. Wc believe the problem could be addressed by some 
targeted technical assistance to Indian facilities on their responsibilities under EMTALA. In any 
case, it is unnecessary and perhaps unwise to exempt Indian dimes from the very important 
EMTALA patient protections, as Title II. sec. 202(e) proposes. 

We have concerns with several other provisions in Title IV. including the following issues. 


Several provisions of the bill would extend the 100% Federal matching rate to Stales for 
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additional Medicaid and SCHIP services to AI/ANs. "Hus would increase Federal program and 
related administrative costs. 

Requirement on Medicare to reunburse for all non facility-based services 

This provision would require Medicare to reimburse for all non facility -based services 

(eg, home health, community -based care, ambulance services, physicians. DME. lab) provided 

by 1HS providers Currently, the Medicare statute requires HCFA to reimburse IHS for facility- 

based services (e g . hospitals and SNFs). This would add significant new costs to the Medicare 

program 




Sec. 419 proposes to waive Medicaid and SCHIP premiums and Medicare. Medicaid, and SCHIP 
cost sharing The Administration is on record supporting waiver of premiums and cost sharing 
for Indian beneficiaries in SCHIP The Medicare laic enrollment penalty is necessary for an 
insurance program like Medicare to avoid the negative economic consequences of "adverse 
selection" where individuals do not enroll or pay premiums until they arc ill with costly health 
conditions. A statutory waiver of the Medicare late enrollment penalty, therefore, it undesirable 
and unnecessary given administrative actions, and provisions elsewhere in the bill, that will 
encourage low-income Indian elders and persons with disabilities to enroll in Medicaid, which 
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will pay Medicare premiums fix them 
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Consultation 

Many sections of S 2526 have tribal consultation requirements. We arc concerned that these 
added responsibilities would stretch our resources at the expense of other programmatic 
responsibilities. Tribal consultation has been an important priority for this Administration. In 
IMS. we appreciate the value of consultation and are increasingly involved with Tribes in this 
process. However, we have some concerns about the specific manner in which Section 414<a) of 
S. 2526 would require consultation to occur. This provision requires consultation, as defined in 
Executive Order 1 3084 of May 14. 1 99S. to be held with Indian Health Service. Tnbca and 
Urban Indian Health Programs (1/T/lTs) poor to HCFA adopting any policy or regulation. 
Similar language in section 514 requires all Health and Human Services agencies to consult with 
urban Indian organizations prior to taking any action, or approving any action of a state, that may 
affect urban Indians or urban Indian organizations While we value meaningful consultation on 
mailer* relevant to tribes and ITU provider*, we believe these sections of the bill could be 
improved by providing for a process that more specifically identifies regulations and policies 
relevant to Tribes, l/T/U providers and urban Indians In addition, reference to a particular 
Executive Order may be unpractical if it i* superseded or rescinded It may be more effective to 
use language in the current Department of Health and Human Services (HHS) consultation 
policy. 


HHS agencies have had first hand experience with the positive contributions of negotiated rule 
making Section 553 of 5 US C Negotiated Rule Making, lists factors to be considered in 
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determining whether or not to use (he negotiated rule making procedure These factors include: a 
limited number of identifiable interests that will be significantly affected by (he rule as well as 
reasonable likelihood that a committee can be convened with a balanced representation of 
persons who are willing to negotiate in good faith to reach agreement by consensus on the 
proposed rale within a fixed period of lime Where such factors are present, negotiated rale 
making can be very helpful in structuring a process through winch relevant stakeholders 
participate constructively in developing a recommended rale. However. S 2526 would require 
negotiated rale making in many of its provisions. For example. Section 4 1 4 (b) would require 
HCFA to use the negotiated rale making for the development of all regulations to implement 
provisions contained in Title IV that would amend the Social Security Act. and section 802 
would require the Secretary to use negotiated rale making for all regulations to implement this 
Act. 


Negotiated rale making is very resource intensive for both Federal and noo- Federal participants, 
and may not be the roost effective way to obtain necessary IfT/U provider input in the 
development IHCIA rales and regulations W« would recommend instead utilizing the 

process would be appropriate for the development of regulations 

Additionally. Section 802(b) of the bill limit* m 
to Federal and Tribal representatives For coma 
Medicare, Medicaid and State Children s Health 


i to implement provisions related to 
i(SCHIP). it 
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important to include representative* of Stale agencies charged with implementing these 
programs, as well as other key provider and beneficiary interests This would increase 
opportunities for Tribal and other Indian representatives to buikl consensus and support in the 
development of final rules to implement the bill's various provisions. 


In a number of sections in the bill, for example Section 103(a). the word “grant" is stricken and 
replaced by “make funds available “ Deleting the word “grant raises" the concern that the 
Department's regulations at 45 CFR might not apply to any funding agreements under this bill 
We suggest using the term “grant" where appropriate throughout the bill 

There are also several sections, for example section 516(a), where the Secretary is directed to pay 
for services that are not presently provided In the absence of additional appropriations, 
complying with these provisions would require funding reductions for existing services that are 
no less necessary We suggest that any requirement foe the provision of new services be subject 
to the availability of appropriations 


We have not had an opportunity to field cross-agency concerns over many exemptions for tribes, 
tnbal organizations, and urban organizations on broader long standing Federal politic*, including 
the Davis- Bacon Act, the Buy American Act. Section 1 17 of the Internal Revenue 
Code of 1986, the Federal Reports Elimination Act of 1998, and the Anti -Deficiency Act. 
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Title V Health Services for Urban Indians 

Title V authorizes (he IHS to assist in meeting the health care needs of American Indians and 
Alaska Natives living in urban areas Currently, urban Indian health programs serve 
approximately 149,000 urban Indians in 34 cities through the country We estimate that over 
350.000 urban Indians are eligible for services With a few exceptions, funding authonty for 
urban Indian health is specifically limited to Title IV and Title V. All other references to urban 
Indian health found in the other titles of the bill address areas such as consultation, rule making 
planning or reporting ooly 

S. 2526 would streamline the process for contracting and making grants to urban Indian 
organizations While we support a streamlined process for contracting and grant making, we do 
have concerns with the elimination of certain entena in the existing statute in S. 2526. In the 
existing IHCIA, Sec. $03 of Title V requires that the urban organization successfully undertake 
certain activities as a condition to entering into a contract with IHS for the provision of health 
care and referral services for urban Indians residing m the particular urban center. Tbc 
elimination of these entena would be appropriate for oo- going urban Indian contractors, but for 
new contractors, it would be important to retain those requirements as conditions for awarding a 
contract or grant 


Title V alio contains new authonty for the establishment of an Urban Indian Health Cart Facility 
Revolving Ix>an Fund to provide guaranteed loans to urban Indian health contractors and grant 
recipients for construction, renovation, expansion, or purchase of health care facilities. In 
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addition. Title V authorizes the extension of Federal Tort Claims Act coverage for urban Indian 
health programs. These new provisions could assist urban Indian health programs, however, they 
would require additional resources and we would need to assess how these new provisions fit 
into the Administration's priorities for Indian health. 


Sec. 601(a)(2) provides for the elevation of the Director of the IHS to Assistant Secretary for 
Indian Health. The Administration has presented testimony before this committee in support of 
S. 299. the stand-alone bill that contains the identical provisions of See 601 . Wc believe this 
provision would provide a stronger coordination and advocacy role in budget and policy matter 
related to Indian health 

In addition. Sec. 602 (d) would authorize the Secretary, acting through the Assistant Secretary 
for Indian Health to enter into contracts, agreements, and >oinl ventures with other Federal 
agencies. States, and private and nonprofit organizations, for the purpose of enhancing 
information technology in Indian health programs and facilities The Administration promotes 
the partnership and collaboration with our sister Federal agencies in a variety of areas related to 
Indian health in order to maximize our resources and involvement with other Federal programs in 
the provision of health rela(rd services to At/ AN* 


Title VII includes many sections that were transferred from Title II. Health Services, in the 


IS 



existing IHCIA. This title includes major revisions, specifically to integrate Alcohol and 
Substance Abuse provisions with Mental Health and Social Service authorities Where 
appropriate, the term tubes, tribal organizations and I nd i a n organizations arc referenced tn 
addition to IHS. 

A broad range of behavioral health services is described under “continuum of care." Several 
related sections were moved from Title VIII in the existing IHCIA. including the section related 
to Fetal Alcohol Syndrome and Child Sexual Abuse Demonstration programs were eliminated 
and replaced with language authorizing programs for Indian tribes and tnbal organizations A 
new section would authorize the establishment of at least ooe inpatient psychiatric treatment 
facility per IHS Area These new centers would be funded on a similar basis as the Regional 
Youth Treatment Centers authorized m the existing IHCIA We are cooccmcd about the 
feasibility of establishing at least one inpatient psychiatric treatment facility per Area The cost 
could be prohibitive and there could be difficulties m recruiting and retaining specialized tuff, ai 
well as the complexities of starting a new provider type. 

Title vm. Muccllanwm 

Section 813 would deem tnbal contractors and compactors as ordenng agent* of the Indian 
Health Service We recommend that this language be revised to be consistent with the language 
in H R 1 167 that authon/cs tnbal access to Federal sources of supply only for the purposes of 
carrying out an agreement under the Indian Self Dctenm nation and Education Act 
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This title establishes a National Bi-Pamsan Commission on Indian Health Care Entitlement 
This commission would be composed of members of Congress, Tribal leaders, and Urban Indian 
health leaders to study the desirability and feasibility of making Indian health an entitlement. 
While many Tribal leaders and Indian people believe that the provision of health care to them 
should be a legal entitlement, there are many questions regarding the ramifications, including the 
costs, of such an entitlement 


Mr. Chairman, this concludes my statement Thank you for the opportunity to discuss the 
reauthon/atkm of the Indian Health Care Improvement Act We will continue to analyze the 
implications of this expansive legislation and will be happy to work with the committee and the 
Indian Health Care National Tribal Steering Committee to address the Administration’s 
concerns As we move into the new millennium, we must acknowledge and fulfill the long 
overdue obligation to advance the health status of Indian people to the highest possible level. 
We will be happy to answer any questions that you may have. 
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HEARING ON S. 2524 
A BILL TO REAUTHORIZE THE 
INDIAN HEALTH CARE IMPROVEMENT ACT 
J«!y 24, 2000 

Good afternoon Mr. Chairman and Members of the Committee, my name is Melissa 
McNiel, and I am the Executive Officer in the Office of the Principal Chief for the Cherokee 
Nation. I appear here at the request of Principal Chief Chad Smith to deliver the Cherokee Nation's 
strong support lor S. 2526, the Indian Health Care I m provement Act Reautborization of 2000. 
With me are Cherokee Coimcil woman Stephanie Wicklifle and Dr Mim Dixon. Executive 
Director, Health Services (or the Nabon. 

"The Cherokee Nation r ep r es e nts over 213,000 tnbal citizens, nearly half of whom live 
within our 7,000 square mile jurisdictional ana. The Cherokee Nation has approximately 1 ,800 
tribal employees (making it one of the Large* employers in Northeast Oklahoma), about one-third 
of whom work in the Nation's health service* division. 

Use Cherokee Nation was one of the first tnbes in the United Sates to execute a self- 
determination contract under (he original 1975 Indian Self-Determination Act and was also the very 
first tribe to execute a self-governance agreement under Title ID of that Act Since 1994 all of our 
self-dctcnninatioa p rograms have been administered under self-governance compacts with the 
Department of Health and Human Services (DHHS) and (he Department of the Interior (DO!) 

Under our self-governance compact with DHHS the Cherokee Nation operates six rural 
outpatient clinics with very hauled resources The Cberokr* Nation also operate* the inpatient and 
outpatient contract beahh service, associated with Indian Health Service's (IHS) W.W. Hastings 
Hospital in Tahlequah. Oklahoma. 

The Cherokee Nation applaud* this Committee's effort to ermee that the amty positive 
benefits of the Indian Self-Determination Act apply with foil force to Indian health care. The 
President, Secretary Shalala. and Congreas. including this Committee, have all recognized that (he 
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federal policy of tribal self-determination self-governance b»« t he most successful federal 
Indian policy in our Nation’s history. Congress has an important role to play in protecting and 
preserving these policies. You have oocc again done this through the introduction of this 
legislation 

Twenty- five yean ago the Cherokee Nation began the process of self-determination 
contracting to operate IHS programs to streamline, redesign and enhance federal services for our 
people. As a result of our vision «nrf our determination, rh* Cherokee Nation succeeded in 
substantially reducing the federal braeaucracy, enhancing t<v»i control and making vast 


As you. Senator Campbell, stated in yot* Introduction Sta tement for this bill, it “re- affirms 
the core principles that were part of the 1976 legislation: (1) that federal health services are 
co n siste n t with the unique fcderal-tnbal relationship; (2) that a goal of the US. is to provide the 
quantity and quality of services to raise the health status of Indians, and (3) that Indian participation 

We strongly support the provisions of S. 2526 to continue this self-determination 
This reauthorization not only strengthens the tribes, but also enables the IHS and othe 
agencies to better serve tribsl members These federal agencies will become stronger, not 
once they stop resisting the natural desire of Indian tnbes to govern themselves and start 
out ways to become true partners, strong advocates and helpful resources for all tribes. 

The reaiahorization of this Act was contacted under the Tribal Consultation Policy 
Health Service convened a Roundtable in June 199S to begin the discussion of the reauthorization 
and to give guidance to the consultation process, which included all stakeholders. IHSH’nbes/Urhan 
(IHS). 

Coordinators from the 12 IHS Areas formed workgroups of stakeholders and National 
Indian Health Board repr es ent a tives. These meetings were to inform the stakeholders about the 
reauthorized** process, and provide opportiaiities to discuss rod reach consensus on 

Fow regional consultation meetings were held to provide further opportunities for the 


stakeholders to provide input, share re co mmen da tions from the Areas, and build 



win 
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paitkipants for a unified position. The final report entitled “Speaking with One Voice" identified 


The IHS Director convened a National Steering Committee (NSC) to be responsible for the 
final drafting of the report on the IHClA reco m me n da ti ons The NSC is composed of one elected 
and ooc alternate tribal representative from each of the 12 Areas, a representative from the NIHB. 
National Council of IMk Indian Health (NCUIH). and the Sctf-Govcrnancc Advisory Committee. 
Dwing the course of the 4 meetings, this group's tribal responsibility evolved from compiling a 
final report of recommendations to the drafting of the actual IHClA reauthorization bill language. 

A National Fonan, which was cosponsored by this Committee, provided time for tribal 
leaden, urban health representatives, national organizations, related federal agencies and other 
friends of Indian health, to provide feedback an the draft of the IHClA reauthorizadon bill. 

With this bill being the product of what we consider to be true tribal consultation, we 
believe that it will improve the current health care delivery system in many positive ways, including 
local control and flexibility, and responsiveness to the health need* of Indian people. 

Wc are very happy that this bill sets the tone by focusing on the health status objectives for 
Indians and by stating that they should be at least as good as the U.S population as a whole. 

Since today's hearing is to focus on Title IV. V. and VL let me now speak briefly about 

each 



Title IV provides tome very constructive ways to assure that the American Indian and 
Alaska Native people benefit from Medicaid. Medicare. Child Health Insurance and other 
federally- funded health care programs m addition to the IHS delivery system. With a history of 
federal finding that is significantly below the needs of the American Indian populations, it is 


If health care fix American Indiana was treated as an entitlement, we would not have to 
talk about supplemental sources of finding. If Indian health care was treated as an entitlement, 
the federal finding would automatically be adjusted to accommodate population increases and 
inflation- However, this baa not happened. Each year the inflatioo-adjusted per capita finding 


3 


mi« 


378 


for Indian health declines. So, we must have alternative sources of revenues. Even with 
Medicaid and Medicare and Child Health Insurance, the funding for personal medical services in 
the Indian health system is 40 percent less than the health care funding for federal employees. So 
the provisions in Title IV are essent ial to preventing the further deterioration of the Indian health 
care system. 

As a whole, we support the provisions in this section; however, we also offer some 

Sec. 409. IHS, Department of Veteran's Affairs, and Other Federal Agency Health 
Facilidcs and Services Sharing 

( c) Agreements for Parity la Services. We are pleased that Congress is considering 
parity in services in this section However, there an other issues of parity that should also be 
considered in the nauthorization of the Indian Health Can Improvement Act. 

The Level of Need Funded Study published in December 1999 established that the 
personal medical services funding for Indian health was only 60 perccot of the comparable 
services for federal employees used as a benchmark. It also compand funding needs within the 
12 Anas of the IHS. This study shows that the O k la h o m a Ana receives the least per capita 
funding of any Ana in the IHS. The Oklahoma Ana per capita funding is only S856, compared 
to an average of SI ,495 for all Areas of the IHS, which is only 60 percent of the S2.980 needed to 
have parity with the federal employee health can benefits 

The Cherokee Nation is served by two of the most underfunded Service Units in the 
country. Just to bring these two Service Units to the 60 percent average funding level for the 
entire IHS requires additional federal funding of J16.6 million for the Claranon Service Unit 
and SI 1.6 million for the Tahkquah Service Unit Thus a total of J2*.2 million dollars more in 
federal appropriations is needed just to bring the Cherokee Nation up to the IHS average of 60 
percent of the personal medical service needs. To folly fond these two Service Units would take 
S66 million. We note that these two Service Units provide bcahh cart for 52.780 users, 
including some from other tribes. 
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So. we urge you to expend your consideration of parity issues somewhere in this 
legislation 


See- 419. Co-insurance, Co-payments, Deductibles and Premiums 
(b) Exemption from Premiums 

We think that the concept here is good. However, the provisions in paragraph 1 should 
also apply to Medicare in paragraph 2. 

( 2 ) Medicare Enrollment Premium Penalties 

We certainly support the wording in this section, but we believe it does not go far 
enough to assure that Indian elders have access to Medicare As with the previous 
paragraph, we believe that members of federally-recognized tribes should have their 
Medicare Part B premiums and co-pays waived. Furthermore, many Indian elders have 
lived their entire lives in areas of extremely high unemployment where they have been 
unable to work the required quarters in jobs that would qualify them for Medicare. We 
believe that all Indian elders should be deemed eligible for Medicare. This is especially 
important in relation to the high rate of diabetes and end stage renal disease for which 
Medicare coverage is essential. 

Sec 423. Provisions Relating te Managed Cara 

This section is extremely important in the current health care environment in which 
managed car* is the dominant form of third party payment 
(a) Recovery from Managed Cara Plans 

We support the intent of this section, but we believe that the wording needs some 
clarification. While the right of recovery is an important concept, we think it applies specifically 
to private sector health plans, h is confusing to roll the private sector plans in with the public 
sector plans with regard to billing for off-plan services. We support the provision in paragraph 
(e) which states that the Indian health organizations ’shall have the right to be paid directly by the 
State agency administering* Medicaid and Child Health Insurance Plans. Paragraph (a) could be 
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read to suggest that Indian health organoations would bill the plans rather than the states for 
these programs. 

Tbe wording ‘reasonable costs* is subject to interpretation . We think it should be tied to 
a specific standard, such as 'not less than the amount Medicare would pay tbe IHS for the same 
service.* 

(g) Prohibition 

This section addresses the default assignment of Indians to Medicaid and Child Health 
Insurance managed care plans. We think this section should be strengthened in two ways, which 
would provide access to culturally competent care: 

1. If an American Indian does not choose a plan, the default assignment will be to an 
Indian health provider, and 

2. If an American docs clww ■ plan, they r * n change their assignment to an 

Indian health provider without being subject to a lock-in period. 

See. 425. Indian Advisory Committees 

While we support tbe provisions a this section, wt want to see a statement that the 
advisory committees do not replace the requirement for govenunent-to- government consultation 
between HCFA and tribal governments 

<b) Indian Medicaid Advisory Committee. 

Because each state has a different Medicaid program, wt endorse the cooccpt of a 
separate Indian Medicaid Advisory Commits., for each sum where there is an Indian health 
system. However, we believe this legislation should stipulate that the tribes in each state shall be 

committee, along the lines of negotiated rule-making. 

Title □ - Conforming Amendments to the Social Secarity Art 

Our copy of the legislation has a second Tide □ at the end of the bill Many of the 
provisions in this section relate to the financing issues in Title IV. Therefore, wt would like to 
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take the opportunity to comment on portions of this section. Specifically, we want to add our 
strongest endorsement to the following sections: 

See. 202 (c) Treatment of Certain Programs 

This technical amendment to the Social Security Act that would allow tribes to bill 
Medicare for outpatient services has been needed for a long time We urge you to act on it even 
before passage of the Indian Health Care I mp rovement Act. 

Sec. 203. Qualified Indian Health Program 

Using a payment method that provides for full cost recovery is necessary in the Indian 
health system because there is nowhere to shift costs. Very few patients who seek services from 
the Indian health care system have private health insurance. The IHS is so underfunded that it 
should not be asked to absorb the costs of providing services to beneficiaries of other federal 
programs. 


I11CTM ; mnwmT7agnr.im 


Hus title establishes urban Indian health programs to dim health c are services are accessible 
to urban Indians This title gives the Secretary of DHHS, through the IHS. the authority to enter 
into contracts or grants to urban Indian organizations to help these agencies with establishing and 
administering health programs 

Approximately one-half of the Cherokee Kabon tribal members live outside of our service 
area due to federal policies that encouraged relocation by the BIA as well as the lack of employment 
opportunities in rural Oklahoma. These Indians should not be penalized for living in urban areas. 
Therefore, the Cherokee Nation reports the urban Indian programs, in general, and the 
enhancements made in Title V. Specifically, we would like to comment on two of the sections: 

Set 316. Urban Youth Treatment Center Demonstration. With the erosion of the 
quality of life from alcohol and substance abuse, especially in Indian youth, the Cherokee Nation 
supports this section whole-heartedly With Native communities being plagued by alcohol and 
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substance abuse, it is causing havoc on Native families across the country. Alcohol continues to be 
an important risk factor associated with the top three killers of Native youth: accidents, suicide, and 
homicide. Native Americans have higher rates of alcohol and dmg use than any other racial or 
ethnic group. Eighty-two percent of Native adolesc en ts have used alcohol, compared to 66 percent 
of noo-Nadve youth. Indian youth face many challenges in the urban setting and for the urban 
Indian programs to offer culturally competent residential settings for urban Indian youth will be 
much more effective. New monies are needed to fund this effort as well as adequate funding for the 
Youth Regional Treatment Control, one of which is operated by Cherokee Nation. 

Sec. 51S. Grants for Diabetes Prevention, Treatment and Control. Diabetes continues 
to be a growing problem in many American Indian and Alaska Native (AVAN) communities with 
rates increasing rapidly. Diabetes is an epidemic among AI/AN and has been identified as a top 
health problem in all areas of the IHS. AVAN are at a risk of 231 percent greater for diabetes 
mellitus than the US. all races' population Diabetes is a major cause of morbidity (such as 
blindness, kidney failure, lower -extremity amputation, and cardiovascular disease) and premature 
mortality in AVAN. Diabetes is the leading cause of patient visit to Cherokee Nation clinics. 

In 1996, an estimated 63.400 AVAN who receive care from IHS had diabetes The 
prevalence of diabetes increases with age and is greater among women than men. With these 
alarming rales of diabetes among AVAN. Cherokee Nation Reports all diabetes programs 
Increased funding is needed for the prevention and treatment of diabetes throughout Indian 
Country 


Indians have tried for many years to bring the much needed national attention and focus on the 
health status of AVAN. There have been many failed attempts, but with our perseverance we 
believe that one day we will be able to achieve our goals 


The Cherokee Nation believes that the provisions in this will assist in our endeavors 


mu i 


t 



383 


Sec. 601. Establishment of the IHS as an Agency of the Public Health Service. This 
section addresses the establishment of the IHS as an agency of the PHS. It covers the 
appointment of the Assistant Secretaty of Indian Health by the President and confirmed by the 
Senate. 

There is no doubt that in the competition for a priority in the federal budget; the IHS is 
losing out each year. Tribal governments base long supported elevating the status of the IHS 
Director in the hope that greater stature will enable IHS to more effectively advocate for the 
health needs of AI/AN. This is an accomplishment that will not only decrease the bureaucratic 
overhead, but will help Indian Country reach its health care goals. 

This elevation is needed in order to bother the unique government -to- government 
relationship between Indian tribes and the United States, facilitate advocacy for the development 
of Indian health policy, and promote consultation on marten related to Indian Health This 
elevation will not only provide the necessary leadership within the Administration on Indian 
health issues, but will bring the much needed focus, national attention, and parity to the 
devastating health care status of AI/AN. 

See. 602. Automated Management Information System. This section authoriies the 
Secretaty through the Assistant Secretary of Indian Health to establish an automated management 
information system for all Indian health care providers to utilize. 

This system is essential so as to record health data, justification for budget requests, and 
documentation of the level of need for IHS 

New language is proposed authori zin g the IHS to enter into contracts, agreements or joint 
ventures with other federal agencies It is our recommendation that tribal governments be 
included in this authorization, which would enhance the govemment-to- government relationship. 

Furthermore, we must recognize that this will be a costly endeavor. Funding should not 
be diverted from our all to meager attempts at patient care. This item should be funded in the 
context of an appropriations bill that makes progress to close the gap created by unmet needs. 
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CoocluMgn 

When the people living in the 14 counties of the Cherokee Nation turn on the news, they 
hear that the federal government has more than a trillion dollars in surplus and is spending 
billions on a missile defense system that doesn't work, and billions to provide health care for 
people living in other countries We wonder why the good people in our Congress have 
forgotten their commitment to provide health services to American Indian and Alaska Native 
people. Could we just exchange ooe anti-ballistic missile for funding to alleviate the illness, pain 
and suffering in I n dia n Country? The reautborization of the Indian Health Care Improvement 
Act is an important step forward. But it can only make a positive impact on the health of AI/AN 
if it is accompanied by an ap propriations bill that provides funding to carry out the goals of the 
Act. 

It has been said, ‘great nations, like great men. keep their promises * As I see it. S. 2526 
simply allows Congress to fulfill (he promises it has made to tribal leaders. The health of Indian 
people continues to lag that of other Americans The members of this Committee are well aware 
that the health program is woefully underfunded. The total unmet need is $1.2 billion. This 
amount is needed to eliminate the current health deficiencies in Indian country. Indian tribes 
throughout the country, the National Congress of American Indians, the National Indian Health 
Board, and regional tribal organizations all strongly support (his bill. The Cherokee Nation 
therefore urges (he Committee to enable Congress to fulfill the promises it made to the Indian 
people in PX 93-638. 

After all. Cherokee families, our children and our elders are (he ones who need health 
care The Cherokee Nation takes great pride in delivering health services m our area just as well 
as. if not much better, than any federal agency or private provider ever could This bill will 
enable us to make our health system more efficient and more responsive to the needs of our tribal 
members. 

The Cherokee Nation looks forward to the day when it can come to this Committee with 
nothing but positive reports about the elevation of the health status of American Indians and 
about a true partnership between the IHS, Indian tnbes. and urban Indian organizations 

S. 2526 furthers and strengthens Congress' historic self-determination, self-govemance 
and tribal policies, h should become law. 

Thank you Mr. Chairman and Members of the Committee, for the opportunity to testify in 
strong support of this important legislation. 
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THE URBAN INDIAN HEALTH CARE STORY: 
THE NEED FOR SER VICES 


“Betweca the lateatioai of the bwaakers and the realty of 
regabtory actioai ftca the service gmp Chat coa front* the arbaa 
ladiaa. The reaak b a a told deepen boa aad waatc of haaaa 
raaoarcaa." 


Final Report of the American Indian Policy Review Commission. 
VoL I. p 436 (emphasis added). 


I. INTRODUCTION 


Honorable Chairman and Commrte* Members, my name is Barbara N amiss, President of 
the National Council of Urban Indian Hcakb (NCU1H). I ana member of the St Regis Mohawk 
Tribe, and also the Hcakh Director of tbe North American Indian Center of Boboo. On behalf of 
NCUIH, and its 3 1 member program. I would like to express our appreciation for this 
opportunity to testify before your Committee oa the reauthoruation of the Indian Health Care 
Improvement Act (1HC1A) 

Founded in 199*. NCUIH a the only national me m ber sh ip organization of urban Indian 
health programs. NCUIH seeks, through education. training aad advocacy, to meet the unique 
health care needs of the urban Indian population Tale V urban Indian health programs provide a 
wide range of health care aad refcnal services in 34 cities, actively serving approximately 
1 50.000 urban Indian per year. 1 NCUIH is the successor organization to the American Indian 
Health Care Association which provided advocacy and educational scrvicea on behalf of urban 
Indian health organizations for nearly 13 years prior to the establishment of NCUIH. 

NCUIH'S Prior Taattaoay. On March I. 2000. the former preside* of NCUIH. Kay 
Culbertson presented detailed testmwny on die technical aspects of the IHC1A I will not repeat 
that detailed analysis here, c ucftf on the two issues left unresolved therein: the definition of 
“urban Indian" and the status of the Okkhana Cify Clinic nd the Tuba Clinic. 

In general my testimony will focus on the unique circumstances of urban Indiana, the 
Indians for health services. 
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IL NCUIH STRONGLY SUPPORTS THE NATIONAL STEERING COMMITTEE’S 
RECOMMENDATION BUT WITH CERTAIN REFINEMENTS ON MATTERS 
THAT RELATE TO URBAN INDIANS 

NCUIH strongly supports the re co mmendations of the National Steering Committee for 
the Reauthorization of the Indian Heath Can Imprownea Act which form the basis of S. 2S26. 
although we are asking for a few important refinements. 

NCUIH, on behalf of the urban Indian heath care organizations, was an active participant 
in the activities of the National Steering Comnuftee in developing the recommendations. This 
initiative brought together the I n dia n Heath Service. I n dia n Tribes, and urban Indians in a united 
effort to develop sensible and effective amendments to the IHCIA. as well as certain other 
Federal laws which affect the provision of heath care services to Indian populations (such as the 
entitlement programs Medicaid and Medicare, as well as the Federal Tort Claims Act). While 
some of the discussions were spirted, the parties worked together with the goal of speaking with 
one voice, achieving an extraordinary level of consensus 

NCUIH has several suggestions for refincmems to S. 2526. NCUIH has been in 
discussion with other members of the National Steering Committee about achieving a consensus 
position oo these suggestions and believes thsf such a consensus will be achieved. TI* first two 
suggestions are critical to the status and identity of urban Indians in Federal Indian health care 
policy; the second two are principally importers for purposes of clarity. In the proposed 
amendments, new language a underlined; deleted language is struck out. 

A. Critical Amendments Regarding the Statas aad Ideality of Urhaa ladlaas la 
Federal Indian Health Care Policy. These fint two amendments go directly to the core 
provision of health care support by the Federal government lo urban Indians. 

(I) First Saggcatcd Amendment: The existing Indian Health Cate Improvement Act 
includes urban Indians in the Congressional policy statement 

is ibe policy of this Nation, in folfiDmeot of its special responsibility and legal 
obligation to the American Indian people, lo moet the national goal of providing the 
highest possible heakh status to Indians and urban Indians and to provide all resources 
necess ary to effect that pohey. 

"(h) It is the intent of the Congress that the Nation meet the following health status 
objectives with respect to Indians and ~ban Indians by the year 200fc- 

25 U.S.C. Section l602<aMb) (emphasis added). S. 2526 does M include a reference to urban 
Indians in the equivalent paragra p h s . Removing “urban Indians" from ihii important pobey 
statement would imply that the Congress no longer considers the health status of urban Indians to 
be a national priority. We have been informed that this was an oversight and therefore 
recommend the restoration of the language as follows 
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“SECTION X DECLAMATION OF HEALTH OBJECTIVES 

" Congress hereby declares lhal it Is the policy of the United Staes. in fulfillment 
of its special mat responsibilities and legal obligations to the American Indian people- 

-(I) to asswe the hghest possible health ssausfbe Indians and yrbqp Indmi 
and to provide all resources necessary to effect th at policy. ' 

(2) to raise the health status of Indians and urban Indians by the year 2010 to at 
least the levels set forth in the goals contained within the Healthy People 2000. or any 
successor standards thereto; * 


Act. uJdifinkioo includes member* offctaUy recognized tribes ai^for certain 

purposes, members of terminated tribes, sure recognized tribes, tribes (hat may now or in the 
future be recognized, and Alaskan Natives, smog others. Tire definition of Urban Indian" 
includes members of all of these groups (including members of Federally recognized tribes) who 
reside in an urban center. 

In S.2526. the definition of "urban Indian" vms changed from that provided tor under 
current taw in a manner which would eliminate some Indians curratly eligible for services at 
urban Indian programs. Tins has been explained as an u n i n t e nded omis si o n and there has been 
general consensus on the National Steering Committee to restore the original language. Set forth 

2526. J a * mxm * 


“ SECTION 4. DEFINITIONS. 

“(22) The term ' urban ImBan ~ means mry Individual «*o resides Mi an irban center and 
who— 


“(A) regtrdlets of whether such Individual lives on or i 
member of a tribe, band or other organised grot? of h 
tribes, bands, or gratis 



"(B) Is an Eskimo or Mem or other Alaskan Native: 

~(Q is considered by ihe Secretary of the Imerior lobe an Indian for any 
pnnpose; or 
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Secretary. m 

It b important. in taking into account the unique historical circumstances of urban 
Indiana, to retain the definition found in cunent law. As discussed m Section IV. H below, the 
urban Indian community consists of Indians from a wide variety of backgrounds, almost all of 
whom can tie their urban existence to some Federal policy or action. Many of these Indians are 
in urban areas due to some traumatic disruption in their connection with their Tribes, or because 
something has happened to their Tribes (termination or marginalization such that they are not 
currently federal recognized). As a result, unlike the Indian population on reservations, most, but 
not all are members of federally recognized tribes. Yet they are all Indian: they are recognized as 
Indian by their community; their circumstances are principally the result of Federal Indian 
policies; they are deserving, morally and legally, of support from the Federal government in 
achieving the highest possible b^kh status. ' 

B. Clarify tag Am cad Meats. The final two proposed amendments are intended 
principally to ensure clarity when it comes to defining critical terms; no actual change in the 
meaning of the terms discussed here a intended by NCUIH. 

(I) First Suggested Amendment. The definition of Indian' has been substantially 
revised in S. 2S26 from current law, principally by separat in g out sub-definitions which chiefly 
apply to urban Indians. NCUIH accepts the new stnictwe of the definition, but has a 
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recommendation regarding the definition of Indian. - Hk definition used in S. 2526 is a cross- 
reference to the definition for "Indian" from the Indian Self-DettrmMioo and Education 
Assistance Act NCUIH supports using the ISDEAA definition, but believes that it makes more 
sense, as a matter of clarity and good drafting, to spell-out the actual definition ofa term than to 
have this legisierioc (S. 2526) define the term by referring to another act (Indian Self- 
Determination and Education Assistance Act) which the reader may or may not have readily 
available, or otherwise may have difficulty obtaining. Abo. by using the actual definition of 
"Indian." as NCUIH proposes, any conc e rn that a refe ren c e to the Indian Self-Determination and 
Education Assistance Act b intended, in some way. to incorporate some aspect of its policies and 
purposes into the wholly separate Indian Health Care Improvement Act, b eliminated. NCUlH's 
recommended language b set forth below: 


"SECTION 4. DEFINITIONS 



(2) Second Suggested AaalaaL The define »o of “Indian tribe" has been changed in 
S. 2526 from current law, principally by removing a spelled -out definition of "Indian tribe" and 
replacing it wkh a cross-reference to the definition for "Indian tnbe" from the Indian Self- 
Determination and Education Assistance Act NCUIH supports using the ISDEAA definition, 
but believes that it makes more sense, as a matter of clarity and good drafting, to spell-out the 
actual definition of a term than to have thb legislation (S. 2526) define the term by rrferrir« to 
another act (Indian Self- Determination and EAicatioo Assistance Act) which the reader may or 
may not have readily available, or otherwise may have difficulty obtaining. Abo, by using the 
actual definition of "Indian tribe" as NCUIH proposes, any concern that a reference to the Indian 
Self-Determination and Erfocation Asabtancc Act b intended, in tome way. to incorporate some 
aspect of its policies and purposes into the wholly sepante Indian Hcmkh Care Improvement Act, 
b eliminated. NCUlH's r e co mm e nded language b set forth below: 


"SECTION 4. DEFINITIONS 



C. Oklahoma Cky CVstc a ad Taba Chafe. Section 512 of S. 2526 b concerned with 
the status of the Oklahoma City Clinic aid the Tuba Clsnic. S. 2526 would take the Tuba 
Clinic a permanera program NCUlH's suppoits making both the Tuba Clinic aid the 
Oklahoma Cky Clinic permanent programs 
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D. Negotiated Raima kiag. NCUIH would bke to twte the negotiated rulemaking 
provisioos in the S. 2526 and em phas ize how important < b that there be urban Indian 
representation, as the bill provides, in those negotiations. 


III. GUIDING PRINCIPLES FOR URBAN INDIAN HEALTH PROGRAMS 

In 1994. urban Indian health providers, during the tenure of the American Indian Health 
Care Association - NCUIH's predeces sor organization - met in San Diego and adopted four 
-Curding Principles." The* prmcrples still hold true for NCUIH’s current efforts on behalf of 
urban Indians and directly address the relationships between and amoog urban Indians. Indian 
Tribes and the Federal government. 

A. Sovereignty of the Tribe*. The first principle addresses the understanding of urban 
Indians regarding the ce n tra l importance of tribal sovereigay and the government-to-govcmmcnl 
relationship between Tribes and the United Stales: 

Sovereignty of the Tribes: We believe that tribal sovereignly, based on 
govemmens-to-govemntent treaties and trust responsibilities. along with certain 
moral obligation*, of the I mbed States government, is tke foundation for all 
Indian affairs. Including health care. 

In the Steering Comsultec's deliberations, there was recognition of the importance of 
emphasizing the sovereignty of tribal governments and the Federal government's trust obligation 
to Tribes and tribal peoples. There was also a recognition of the historical circumstances, largely 
a result of Federal govemmer* actions and policies, which gave rise to urban Indian communities 
consisting of Indians from a wide variety of tribal backgrounds (these caeumstances are 
discussed in Section IV). 

Although Congress has been ^xcific about ta commitment to both Tribes and urban 
Indians.' we recognize that, despite our common interest in hcafch services. Tribes and urban 
Indians generally occupy different places in Federal Indian policy. Federally recognized tribes 
have sovereignty and a trust relationship with the United Stales; as a result there are many 
different federal laws addressing that relationship n such areas as fond, water, criminal justice, 
and jurisdiction, which have no applicability to urban Indians. Although most urban Indians 
belong to federally recognized tribes, urban Indians do not aspire as such to be recognized as 
having sovereign powers or as being m a government -to- government relationship with the 
United States. 

B. AH ladtea People. The second principle addresses the reality of the urban Indian 
experience. 
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Many Indians, from many diff e rent tribes have coded up in urban areas. As described in greater 
detail in Section IV below, for a variety of reasons, mostly traceable to federal government 
action, they find themselves among the ranks of the urban poor. Most are members of Federally 
rccognned tribes; some are not Many among the latter have become so disconnected from their 
tribes «ht it is difficult for them to obtain tribal membership, or their tribes have been terminated 
or otherwise marginalized. Yet they are aU Indian, they are recognized as Indian by their 
community; their circumstances are principally the result of Federal Indian policies; they are 
deserving, morally and legally, of support from the Federal government m achieving the highest 
possible health status. 

C. Traditional Medicine. For iiban Indians, as much as for reservation Indians, 
traditional medicine is critically important to m ai n tai nin g a connection with tribal and cultural 
identity and plays an imports* role in a holistic approach to their hcakh. 

Traditional Medklar. We beUe*e flfcer tmlMomml /a*— medicine Is btrintic 

bo+.mimd. 

Urban Indians stand shoulder- to- shoukJer with their reservatun brothers and asters on the 
critical importance of preserving and » w y ii»i| traditional medicine into Mb hcakh 
program*. 

D. U sifted llrbaa/Trlbal Partnership. We believe in works* closely with the Tribes. 

U allied Urbaa/Tribal Partnership. We belir* ih* a mmlfied Indian 
the Afefc* p*aMe kemtk Joe aff Mu peepie 

Many tribal peoples live n urban atas; some p erm an e n tly, some period cally .* 

However, in many urban enters. it is not practical for any one tribal government to set up an 
outreach to only its own tribal members. In feet, “in some urban ccmers. there are as many as 40 
tribal governments n earby, and represematioa of tribes on urban Indian programs might include 
over 80 di fTc re a tribes."* The urban Indiana have developed dcilb necess a ry for survival (if not 
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yet prosperity) is the urban enviroomea;’ the tribes are the grot repository of cultural tradition 
and knowledge. Hie practical approach b the euro* approach: working together. Tribes and 
urban Indian health organizations can provide the best possible health care for our people. The 
extraordinary level of coopemion in the work of the National Steering Committee is proof 
positive of the value of this approach. 


IV. FEDERAL POLICIES AND THE URBAN INDIAN 

“Moat ladtaai who migrate to the cities aay they woald have 

preferred tot to do ao at aE" 

Final Report of the American Indian Pobcy Review Commission. 

Vol I.. p. 436.' 

The urban Indian b an Indian who has become physically separated from his or ha 
traditional lands and people, generally due to Federal policies. Some of these federal policies 
were designed to force assimilatioo and to break-down tribal governments; others may have been 
intended, at some misguided level, to benefit Indians, but foiled miserably. The result of this 
“course of dealing." however, b the mme: a Federal obligatfoo to urban Indians.' 

A. Th* Federal Relocation of Indiana. The BlA's Relocation program originated in the 
early 1950s as a response to advene weatha and economic conditions on the Navajo reservation 
A limited program waa initiated to relieve the distress by finding jobs for Navajo* who wanted to 
work off the reservation. Link or no job opportumticsexbudoo the reservation. aoan 
employment campaign was developed for off-reservation employment. Shortly afterward, the 
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BIA converted its Navajo program into ■ full-fledged Bureau of Indian Affres program 
applicable to many Indian tribes. 

The BIA employees who developed the program made many m i s ta kes and 
miscalculations. Even before the 1950’s had coded there was concern that many relocates were 
experiencing great difficulty adjusting to hfc in a large city, or to their jobs. Some feh they were 
being stranded for away from home. Solving reservation economic problems by relocating 
Indians off of then tribal lands b roughly the equivalent of the Federal gov ernmen t, during the 
Depression, sending Americans oversee to find wort - something the Federal government would 
never have done. Many understood the relocation program as just another form of "termination." 
A Jesuit priest oo the Fort Be knap Reservation noted that relocation programs drained the 
reservation of much of its potential le ad ersh ip, further weakening tribal governments. 

All told, between 1953-1961, over 160,000 Indians were relocated to cities. ,# Where 
they quickly joined the ranks of the urban poor " Set forth below a a description of the 
experience of Indians who relocated. 



"TV economic slants of the reservation Indian isf<r below the poverty bracket. This Is 
due to the lock of employment both on and off the reservations with the exception maybe of the 
larger cities. The main soiree of employment to be found on most reservations is working with 
the Bureau of Indian Affairs. In this way. the ‘Birtau’ can Instill Us while culture on the 
Indians and eventually brainwash them Into working against their own people. The reservation 
towns bordering the reservations am offer no employment for Indian people because of the great 
amount of racism, discrimination and prejudice that exist among the whites and other non- 
Indians 


" Consequently . the bad conditions and Individual economic situations that have evolved 
from these indignities have forced the Indians to seek other soirees of employment and 
education With 75 percent of the Indian population unemployed, foe dree generations, parents 
of Indian chiUken could not. and still cannot afford to send them to public schools and have to 
depend on the government to educate them in free' government boarding schools. Since It was 
a law to send their children to school small chlLken were farced to leave their parents and be 
shipped off to school thousands of miles away from their homes These Indian boarding schools, 
established in various areas, were the prime weapons used to inculcate the while culture among 
the children or. in the common terms used at that time. 1o ctviltxe the barbarians ’ Any pert of 


M 1992 RruvdaUc CoafawM. tHaa late ladan Had* Swvkc. ■ Uiky T<m»d 

our Fuan'pJ. 

*Hb,^dy^raii«rtawv!baBpovwtyfcrwt*ipararty Hlt*pMa.*.lS^3*C«n»..2dSm. 1 1. rqr.nud m 
1976 U.S. C<nj A Alton N*w* (U5CAM) 2652. p 2747. 
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the Indian culture was forbidden and the chikhxn were physically beaten if they used their native 
longue or practiced their own denies, h has not been nil jut! recently that this law has been 
officially lifted and is not in force, but the principle mom* cf de-lndiamzmg the Indians it ttill in 
effect. 


“During the summer months while school is not in session, they send these Indian 
students to white homes to work as indennaed servants After graduation they are sent directly 
out on relocation from the schools into the cities 

Conveniently enough the relocation program has been established to speed 
assimilation of Indians into the cities at this tune of dead-end streets, reservation confusion and 
unemployment. Through this program they relocate the younger Indians from the ages of 18 to 
36 on direct employment or vocational training It is a one-way ticket to the city in hopes that 
you will melt with the melting pot and forget you are Indian or still have a reservation that the 
white man does not have yet. 

-Numerous problems have developed as the result of the "dislocation program. " 
therefore the following chapters will focus on the urban Indian situation 


“On arrival to the ctty on relocation, the individual I ndum has in his possession an 
envelope with orders and instructions, telling where to go and what to do. First of all. he Is to 
report to the Bweau of Indian Affairs if he artves during office hours not. he reports to a 

BIA-approved hotel until the next day If he has any money 

“If they have time to see you the first day. they dote out a small amount of money to last 
until the end of the month if he is on the training program or until the next week If he Is seeking 

employment. If they do not have time to see him the first day. he is to come bock the following 
day at office hours and maybe some one will see him In the meantime, he can sleep In the park 
or walk the lone deserted streets all night long 

“When he is received at the BIA headquaners In the city, he attends a short orientation 
period and an elderly lady will counsel him about sex and how to dial “ 0 “ for the operator on the 
telephone A brief question and answer period follows and he is told to come back the next day 
at eight AM or to report to his designated school 


"The BIA locates his place of residence in the city and he is required to stay there If he Is 
astudent They will discontinue his subsistence if hr opposes and he will not be eligible for any 
more aid 


-The vocational school he Is sent to may not be the particular training he originally 
signed up for bock on the reservation, but this Is the school he Is required to attend 

“If the relocate signed up for direct employment, he must take the first Job available 
even fU is not his trade or type of work he wants He is told U will be temporary until the type 
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of job he Hants comes up but tfur he receives tusftra salary cm kti temporary januor job. he U 
cut (ff their records and cannot receive aey additional help cfier he quits, gets find a the Jaob 
runs out. 


-The -Bureau’ pays the student's tuition in the vocational school directly to the school. 

amount, he must budget S59.00 per month per rent. and the other SI3.00 must be divided into his 
expenses for food, cab fart, medical care, clothes and whatever else that should develop dining 
the month This budget was made up in 195 i when the program first developed and has not 
taken Into consideration the rises in living and the ata or city he isin Californio has the 
highest cast of living especially In San Francisco, which is the central concentration point of 
relocattes coming from every reservation in existence today This income is far below the 
poverty brocket nation-wide, yet this is the "help' the Indian Batau is giving 

“ All persons on the relocation program twe Issued a medical cad which they can present 
to a physician and receive medical help up to a six-month period The only problem here is that 
these medical cards only guaantee to pay U 00 of the entire bill when the office calls alone are 
$5. 00 at the very minimum 


" The culnaal background of the America! Indians differs extremely from the white 
culture, creating a problem of communication between the rwo Not only this. b*g the Indian 
culture has also been corrupted bringing about a tkastic change of social environment. This 
disintegration of culture has been attributed to disrobing early experiences In school, the 
generally poor level of education, poverty and the ambrvalenl position of the government in 
relation to the Indian. 

’ Prejudice aid discrimination which does exist near reservations or anyplace where 
there is a large conce n tration of Indians, (although now in the city aid away from being singled 
out as being an Indian, ). tends to have developed hostile and stereo-typed attitudes towards the 
other groups of society The Indios have also collectively experienced a deterioration of 
personality, self-doubt, self -hat. Impulsive aid suspicious behavior, feelings of Irfenoriry. 
deviant behavior, menial illness and suicidal tendencies 


“ Depending on the environmema! background these adverse behaviors vary Individual 
exceptions are due to the degree of orientation to the white cuhwe or restored self-image 
through education 

"In dealing with the many Indian people who go through the BIA agencies, or any other 
type of agency established in the cities fa employme n t or vocational training the employees 
lack the experience of knowing the type of environment the individual Indian has been subject to 
and they do not know how to handle his paiicular situation In many cases even where minority 
people hold agency positions, generally, they have developed n^tehaity attitudes over the 
people they are trying to help and therefore stum their full capabilities fa helping others 
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‘ [Marry businesses/ resent the BIA in Us assistance of seeking employment for the Indian 
relocastes This Is due to the business' general dislike of any form of government transactions or 
to be told how to run their business concerns This crecaes a greet amount of conflict and the 
BIA. in order to retain a certain amount of prestige, often finds the Indian relocatee employment 
with a business concern that pays a low wage scale, herd labor with no company obligations, 
such as instance policies sick leave and voctxion neth pay. These small businesses often take 
no safety precautions and ere constantly hood-winking the safety inspectors. Consequently, the 
Indian relocatees are more or less siding with the illegal aspects cf the concern in which they 
are employed in order to retain their Jobs Employment competition Is great and the relocatees 
can be dismissed from their Job for little or no cause at aB. and they art often plagued by this 
fear of being fired 

"In the event that a relocatee is fired for one reason or mother and needs assistance, he 
cannot go back to the BIA for father help The BlA tells him that his files have been sent back to 
his agency and they have no more funds or tune to help hrn because their hands are tied with the 
other relocatees who are coming in 

" The budget set up for financing a student In vocational training ere not only Inadequate 
for one person's needs, but are not set to the area standards of living In other words, they are 
transformed from one pocket of poverty to another, which in this case would be from a 
reservation to an urban ghetto 

' The vocational schools that Indian relocatees me uni to. in most casts are not 
accredited and after graduation from one of them schools, the relocatee cannot obtain a Job 
Most of the teachers In vocational schools art not qualified teachers, and there Is a great 
shortage of instruction. The BlA gives the schools extra money for materials vet the conditions 
and facilities in thru schools me util very bad The students come out of them schools 
unqualified and inexperienced In the type of work for which they thought they had been trained 
and cannot find suitable employment 

“There art more and more students who are sick and tired of being treated as second- 
dass people who do want to get a decent education and go to Junior colleges and universities. 

The biggest problem here is not being able to get ary finances. 'Bureau" or otherwise Also. 
Indian students' second-rate educations do not prepare them weU enough for college work Most 
reservation Indians art subject to Irregular school and employment backgrounds and a great 
majority of the younger Indians have criminal or prtxm records This does not mean that they 
cannot do the work academically ; but. basically, they have never had the full opportunity to do 
so. 


“The Bureau of Indian Affairs sends newly-arrived relocatees to unsanitary ■. Immoral, 
crowded and unsafe places of residence If the student wants to leave these conditions, the 
landlord promptly calls the BlA about the matter and rht student Is required to live there or have 
Ms subsistence discontinued In one of the girts' bomdmg homes the landlady encouraged 
ptwties and thinking and let the girts' boyfriends come over. Then she would go Into their rooms 
and take pictures of the dxfferere couples sleeping together If the girts warned to leave, she 
would then threaten to blackmail them with the pictwes she had and In this way would keep her 
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business. A business college for female relocates also housed the students, putting four girls to 
one small room and chcrging SlOOper person, not mdudingfood or utilities. This 
establishment also received additional money from the BlA for recreational purposes which the 
girls never did see. If the girls tried to leave their residence, they were threatened with expulsion 
from the business college and have their subsistence discontinued Most of these young Indian 
girls were between the ages of 18 to 20 years, who were eventually expelled for little or no 
reason and left to roam the city streets Individual foliaw-iq> showed that 80 percent of these 
girls got pregnant, were drinbng excessively and were living with men from time to time This 
college is still In operation receiving relocates from the Bureau of Indian Affairs 

" A boys' boarding house in the city was over-crowded with four bunks to a room, no 
Studying facilities unsanitary conditions, inadequate food and displaying a sign in the front of 
the house. CONDEMNED 

-These are typical living conditions Indian youth are subject to when placed in the city 
through relocation When a young Indian approached a BlA counselor why they had to live 
under such adverse conditions and mu told The filthiest conditions you Indians are put under, 
the more at home you will be. " 

“ Landlords and vocational schools are getting wise to the BlA and are making the 
largest profit and racket out of the Indian business at the cost of young Indian lives 

" Indian health Is generally poor due to the economic standards and lack of proper diet 
and nutrition Free medico! facilities are provided on all reservations due to the unsatisfactory 
health conditions Tuberculosis, cirrhosis of the liver, sugar diabetes, and trichoma are a few of 
the more prevalent diseases which Indian people are susceptible to Trichoma, which Is an eye 
disease. Is very rarely heard of among Indians Poverty conditions breed diseases 

" The BlA believes that when an Indian leaves the reservation, he suddenly leaves his 
” Indlanness “ and becomes a healthy, happy human being and needs no more of the medical 
services he had before. Consequently. Indian health in the city becomes rwice as bad as It might 
have been before because he cannot afford good m e dic al care 

" Pregnant Indian women risk possibly losing their child by having to retim to the 
reservation their last month so that they can receive medical care upon delivery of their baby 

"From the time Indians were victims of wart, they lost their Identity which comes from 
pride and self-esteem. Indians became a lost people exhibiting schisoid behavior at limes. An 
Indian who does not like himself does not like other Indians because he can see himself reflected 
in the others. An Indian offers from tiferlority plus self-hate that leads to trying to escape these 
unbearable conditions. By escaping hr is rejecting the society that hat made him this way. His 
means of escape is either through alcohol or suicide which are 100 percent rimes higher than the 
national average among the American Indians 
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"An internal problem of self-identity and lost culture plus an external problem of 
discrimination and racism by people in power has oppressed and mode what is left of the 
American Indian today. " 


Today, ihc children, grandchildren and great -grandchildren of the 160,000 Indians 
relocated by the BIA are still in the cities. They m ai n tai n their Indian identity even if in some 
cases, these "desccndarU have been »whlr to rc-cstabhsh ties (including membership) with their 
tribes."' 1 


B. Failure of Federal Efforts to Economically Develop the Reservations. The second 
major reason Indians have moved to the dty is the near total failure of Federal programs to 
promote economic development on Indian lands, coupled with the ongoing su cce s s of the 
Federal efforts in the 1 800’s to un dermine the economic way of life of Indian peoples, locking 
nearly all Indians into hopeless poverty which still plagues most reservations today. The long 
history of treaty-breaking by the Federal government is an important part of this tale. As a 
result, out of desperation, a n u m b er of Indians have left their homelands to go to the cities in 
search of work, even without the dubious benefit of the BlA’s relocation program Generally, 
these Indians were no better equipped to handle life in the city than the BIA relocated and 
quickly joined the ranks ofthe urban poor. Congress has noted the correlation between the 
failure of Federal economic pobcies and the swelling of the ranks of urban Indians: "It is, in part, 
because of the failure of former Federal Indian pobcies and progr ams on the reservations that 
thousands of Indians have sought a better way of life in the cities. His difficulty in attaining a 
sound physical and mental health in the urtian environment is a grim reminder of this failure." 14 

C. Termiaatloa ofTribea la 1953, Congress adopted a pobey of terminating the 
Federal relationship with Indian tribe* Essentially, this was an abrogation of the Federal 

"course of dealing" with Tribes, to protect their interest* Many tribes were coerced to accept 
termination in order to receive mooey from settlements for claims against the United Stales for 
misappropriation of tribal land, water or mineral rights in violation of treaties. 11 The results of 
termination were devastating: having tost Federal support, and without tribal sovereign authority 
over an established land basis, and with tribal members no toogcr eligible for Federal programs 
and IHS services, the Tribes collapsed. Some members remained in the area of their old 
reservations, many went to the cities, where they, too, joined the ranks of the urban poor. 


“ Puts L. **-07. Ho«c fcpen Mo **-102*. Aaw K 197*. W* Caag. 24 Saaa. It. rt^nnud a> 1*7* VS. Cm* A 
Admin. N*wi (USCAN) 2652jl p. 2754 
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D. ladlaa Patriotic - World War I aad World War IL Many Indians served the 
United States in time ofwar" and. subsequently, were stationed in or near urban centers. At the 
end of their service to the United States, seeing the poor economic conditions on their 
reservations (resulting tom the Federal war on Indians), many chose not to go back. Hie fad 
that they chose to May in an urban area did not make them any less Indian, nor did k reduce the 
Federal goveramak's obligation to them. 

L The General AOoCaeat Act. The General Allotment Act ("Dawes Act”) had two 
principal goals: ( 1 ) by allocating co mm u nal tribal land to individual Indians k would breakdown 
the authority of the trial governments while encouraging the astimilMioo of Indians as farmers 
into m ai n stream American culture; and (2) k provided for unalloted land (two-thirds of the 
Indian land base) to be transferred to noo- Indians. CUTE. Hie General Allotment Ad succeeded 
at transferring the majority of Indian kad to noo- Indians and further disrupting tribal culture. 

For the purposes of ths testimony, we only need to note that some I n dia ns who received 
allotments became U.S. Ckizem and. after losing their lands, moved Mo nearby cities and 
■owns. 


P. Noa-ladlaa Adoption of ladlaa Children. The common practice of adopting Indian 
children Mo noo-lndian families has created another group of Indians m urban areas who. 
because of the racial bias of the courts, have lost their core culture] connect on with their tribal 
people and homelands. Many of the adopted Indians have successfully sought to restore those 
connections, but because of thek upbringing are likely to remain in irban areas." 

G. Boarding Schools. The Federal program of taking Indian children and educating 
them away from their reservations in boarding schools where they were prohibited from 

Indians who struggled to fit back Mo the reservation envronmea. Eventually, some moved to 
the cities. The boarding school philosophy of "Kill the Indian, Save the Mm” epitomizes the 
thinking behind this approach and the racM Federal effort to areknilate American Indians which, 
as a result, led to a number of Indians moving to urtan areas 

H. The Prertariag oftha ladlaa Nations. The result of there, and other Federal Indian 
policies, has been the fract u rin g of Indian tribes and the creation, in the urban setting, of highly 
diverse Indian communkica with members who foil Mo one or more of the following categories: 

terminated tribes, state re eng a ged tribes, and unrecognized Tribes (that a, unrecognized by the 
Federal government)." and adoptees 
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V. THE FEDERAL GOVERNMENT AND THE PROVISION OF HEALTH CARE 
TO URBAN INDIANS 


The responsibility far the provision of health care, msing from 
for the cession of millions of acres of Indian knd does nor end os 



relocation centers fix Indians, have in many Bal a nces forced 
Indian poopk who did not (want] to leave their reservations to 

eas. and the responsibility for the provision of 


Sarnie Report 100-50*. Indian Hcakh Care Amendment of 19*7. Sept 14. 1 988. P- 25 
(emphasis added). 1 * Cor«rem has “a responsible to assist- urban Indians in achieving “a life 
of decency and self-sufficiency" and has acknowledged that 1i)t is, in pan, bec aus e of the 
failure of former Federal Indian policies and programs oo the reservations that thousands of 
Indians have sought a better way of life in the cities. Unfortunately, the tame policies and 
programs which failed to provide the Indian with an improved lifestyle on the reservation have 
also failed to provide him with the vital skills necessary to succeed in the chies." House Report 
No. 94-1026 on Pub. Law 94-437. p. 1 16 (April 9. 1976). 

The Supreme Court has also acknowledged the duty of the Federal government to 
Indians, oo matter where heated: "The ovemJmg duty of our Federal Government to deal fairly 



L 94437, Hcum Repan Ha 94-1020. Asm 1. 147ft, rtpnaMd is 1416 US. Coot A Adaun News (USCAN) 
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with Indians wherever located has been re co gnnxd by this Qx*t on many occasions.” Morion v. 
Rua, 415 U.S. 199. 94 S.Cl 1055. 39 LEd.2d 270 (1974) (emphasis added), citing Semmole 
Nation v. United States, 316 U.S. 286. 296 (1942); and Boar d of Count, Comm rs v. Seber, 318 
U.S. 705 (1943). In other anas, such as housing, the Federal courts have found that the trust 
responsibility operates in whan Indian program -Plaintiff* urge that the mat doctrine requires 
HUD to affirmatively encourage urban Indian bousing rather than dismantle h where it exists. 
The Court generally agrees.” Little Earth of U mud Tnbes. Inc r US Department of Justice. 
675 F. Supp. 497. 535 (D. Mina 1987).“ 

Congress enshrined its corona mem to urban Indians m the Indian Health Care 
Improvement Act where it provided: 


-that it is the policy of this Nation, in fulfillment of its special 

to meet the national goal of providing the highest possible health 

axe-uary to effect that policy" ^ re * M “ 

25 U.S.C. Section l602(aXcmphasis added). In so doing. Congress has articulated a policy 
encompassing a broad qwctnim of -American Indian people." Similarly, m the Snyder Act, 
which for many years was the principal legislation authorizing health care services for American 
Indians. Congress broadly sta ted is commitment by providing that funds shall be expended " for 
the benefit, care and assistance of the Indians throughout the United Stares for the following 
purposes: ... For relief of distress and conservation of health” 25 U.S.C Section 13 (emphasis 
added). 


The courts haw also oared that there is a trust responsibly for individual Indians. “Ihc 
trust relationship e x te n d s not only to Indian tribes as governmental unis, but to tribal members 
living collectively or Indtmdualty. on or off the reservation ” Little Earth of United Tribes. Inc 
v. US Department of Justice. 675 F. Supp. 497. 535 (D. Mina I987)(cmpt»sis added). "In 
light of the broad scope of the trun doctrine, i is not sre pr bi n g that Uctm extend to IntBans 
individually, as well as collectively, and off the reservation, as well as oo i." St Paul Intertribal 
Housing Board v. Reynolds, 564 F Supp. 1408. 1413 (D. Minn 1983) (emphasis added) 

"As the history of the trust doctrine shows, the doctrine b not static 
and sharply delineated, but rather b a flexible doctrine which has 
changed and adapted to meet the changing needs of the Indian 
communiy. Thb bio be expected in the development of any 


tfwe awrtaw m i U r ,m or b a rr i Nr ~ Hhp No 9-1026. II ^JriMdblTOUS. 
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tribal members. One of the most acute is the need for ad e qua te 
urban housing. Both Congress and Mmnesou Legislature have 
recognized this. The Board's p rogra m , as adopted by the Agency, 
is an Indian created and supported approach to Indian housing 
problems. This court moot conclude thee the [irban Indian 
housing! program falls within the scope of the trust doctrine * 

Id. At 1 4 1 4- 1 4 1 5 (emphasis added). 

This Federal government's responsibility to urban Indians is rooted in basic principles of 
Federal Indian law. The United States has entered rto hundreds of treaties with tribes from 1787 
to 1871. In almost all of these treaties, the Indians gave up land in exchange for promises. These 
promises included a guarantee that the United Slates wouU create a permanent reservation for 
Indian tribes and would protect the safety and well-being of tribal members The Supreme Court 
has held that such promises created a trust relationship between the United Stales and Indians 
resembling that of a ward to a guardian. See Cherokee Saturn v Georgia, JO U.S. I (1831). As 
a result, the Federal government owes a duty of loyalty to Indians. In interpreting treaties and 
statutes, the U.S. Supreme Court has established "canons of construction’ that provide that: (I) 
ambiguities must be resolved in favor of the Indians; (2) Indian tremies and statutes must be 
interpreted as the Indians would have understood them; and (3) Indian treaties and statutes must 
be construed liberally in favor of the Indians. See Felt 1 5 Cohen's Handbook of Federal Indian 
Law, (1982 ed.) p. 221-225. Congress, in applying iu plenary (full and complete) power over 
Indian aflairs. consistent with the trust responsibility and as interpreted pursuant to the canons of 
construction, has enacted legislation addressing the needs of off- reservation Indians. 

The Federal courts have abo found, that the United States can have an obligation to state- 
recognized tribes under Federal law. See Joint Tribal Council of Passamaquoddy v Morton. 
528 FJd 370 (I* Ck. 1975). Cot^ress tea provided, not only in the IHC1A. 21 but also in 
NAHASDA. that certain state-recognizcd tribes or tribal members arc eligible for certain 
Federal programs. 25 U.S.C. Sectioo 4I03(12XA). 


VI. BARRIERS TO MAINSTREAM HEALTH CARE EXPERIENCED BY URBAN 
INDIANS 21 


“The bch of employ meat opportaa We* tends to a downward 
spiral that rtdaca the arfraa ladtaa's Mr to a straggle for 
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sabsbteaec. For exmaple, the private practice system of health 
care la certain h beyond the financial reach of aoat newly 
arrived irtaa Indian families. They an at depend on pabbe 
services. Yet here, the tenict gap revcala Itaelf njala." 

Final Report of the American Indian Policy Review Commission, 
p 437 (emphasis added) 

The status of Urban Indian health is as poor as that for reservation Indians Hus section 
describes the many harriers that are still faced by Urban Indians in their efforts to access 
adequate health care in the urban enviro nm e n t: 

Physkal/|cocnphic barriers eaa iacladc (I) telephone nvnlkblliry; leas access to 
transportation; and (3) high mobility . Many Native Americans do not have phones, increasing 
the difficulty in making appoint menu. For example, in Arizona, thirty pere e f of urban Indians 
have no household access to phone services. Indian people have much less access to private 
vehicles than the general population. Not having a vehicle creates barriers for people who must 
make arrangements with others to bring them to appointmenu Public transportation (if 
available) makes for a longer travel time and can be costly. The high mobility of Indian people 
is another harrier to care People who move often are nor able to follow with the same provider, 
and this disnipts continuity of care and can lead to a decrease in the quality of care. When a 
person moves to another area, they must go through the system again to qualify for benefits, 
locate a provider, and receive care. In addition, movement back and forth between the 
reservation is common, which can significantly affect the ability of health professionals to 
provide prompt, quality follow-up care 

Flaaaclal/Eeoaomk barriers a bo coatribatc to the poor qaaltty of arbaa Indian 
health care. People who do not have the resources, either through insurance or out-of-pocket, to 
pay for prevention and early intervention care may delay seeking treatment until a disease or 
condition has advanced to the stage where treatment is more costly and the probability of 
survival or correction a lower. 

Medicaid b available for arbaa ladiaav bat difficult to access. Applying for 
Medicaid or other medical assistance is a long and detailed process, pre s enting many barriers to 
people who don't understand the system or lack the necessary skills to complete the paperwork 
involved. Furthermore, the required documentation a difficult for many urban Indians to obtain 
For example, if one does not have a car. one may not have a driven license. With high mobility 
among urban Indians, there is likely to be no documentation with the current address; or if they 
have just moved to the city from the reservation, there may be no birth certificate or 
identification. Once an individual a accepted, access to care is not guaranteed Because of 
Medicaid reimbursement rates and restrictions, many providers are reluctant to accept Medicaid 
patients 
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Many perso n a. particularly those employed * or near m i n imum wage, have coverage through 
plans thal do oot cover prevcmivc or major m edica l care. While professional positions generally 
provide health insurance, service and laborer positions generally do oot Urban Indians hold 
more of those occuptfioos thm do not provide heakh insurance benefits. Deductibles and co- 
payments are high enough that many persons who do have healt h i nsu ra nce cannot afford to pay 
them and consequently do not seek care. 

No iaauraace or assistaace is •■other eommoa barrier. Those who have no means to 
pay for care are often timed away. There is a high rale of urban Indians who are uninsured. For 
example, in Boston, S7% of the Boston Indian Center's clients have no health insurance, and two 
out of every three urban Indians in Arizona are u nins u re d. 

Earergeecy room aac is high aaoag the poor, aiaoritka aad the aaiasared. 
Unfortunately, emergency room use as a primary medical resource ts costly and compromises 
quality care. Foibw-up and preventive services sre not possible with emergency room personnel 
serving as prinary care providers. In Arizona, urban Indians use the emergency room 250% 
more often than the general public. 

CakaraVst recta ral barriers a bo exist for arbaa ladiaaa receiving health care. The 
Indian Health Service conducted a survey which concluded that the majority of state, county and 
city health departments do not base the resources to meet the health care needs of urban Italians. 
Major tumbling blocks are i n ad eq u ate funds and lack of staff trained to work with American 
Indians in a culturally sensitive way. Indians may be reluctant or unable to describe the* health 
needs to strangers outside their own culture. Frequently, mainstream providers misunderstand or 
misinterpret the reticence and stoicism of some Indiana Other factors include ■ lack of trained 
Indian health professionals that get placed m urban Indian health programs and inadequate 
Indian outreach. 

X. CONCLUSION 

Notwithstanding all the difltcukics. urban Indian hcafth organizations, irking with 
limited funds, have made a great difference in addressing the heakh care service gap for urban 
Indians. There b much more work to be done. NCUIH thanks the Committee for its support in 
the past. NCUIH also thanks the Committee for thb opportunity to provide testimony on the 
reauthorization of the Indian Heakh Care Improvement Act Thb legislation will lave far- 
reaching consequences for the heakh care of American Indians, including urlan Irriiana 
NCUIH urges the Committee to support the proposed amendments to IHCIA developed by the 
National Steering Committee, with NCUIH* s proposed refinemeres They provide an essential 
basb for improving the heakh care of America's natrre peoples 
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Exhibit D 


Health Status of Urban American 
Indians and Alaska Natives 

A Population-Based Study 

C Qraaaman. UO. W «/»g» fcC. xr*c+r X S-bw '«»*i MPm 
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Exhibit E 


URBAN INDIAN HEALTH FACTS 

Urban Indians make up over 60S of the total Indian population. 

Urban Indian population has grown ovn 30% in the last 3 decades. 

Urban Indians are undereounted by the U5. Census and not included in statistical data gathered 
for urban areas. 

Urban Indians are dispersed throughout aD census tracts in tiban areas; no ghettos. As invisible 
minorities they are excluded bom pubbe block grans, minority assistance programs; start-up 
capital for businesses; and maiutream market! 

Urban Indian unemployment is double that of all other races (in some dues, lie Boston, there is 
evidence that the Indian unemployment rate is quadruple the rate for aD other races]. 

Urban Indian poverty levels are three tiroes that of any other race. 

Urban Indian high school drop out rate is over 75%. 

Urban Indian business development rate is the to west of any race. 

Urban Indians have higher mortaliry rate from alcoholism and related causes than other races. 
Urban Indian suicide rate is four tines that of aD other races. 

Urban Indians have three tines the national rate for diabetes and heart disease Health care is 
unavailable to 50%-75% of Urban Indam. 

Urban Indian mental health patients mcreased 200% from 1988 to 1990. 

Urban Indians are citizens of both the United Stales and their sovereign Tribal Nation. 


This fret sheet a derived from one developed by The National Urban Indian Policy Coalition 
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INDIAN HEALTH CARE IMPROVEMENT 

ACT 

PROPOSED AMENDMENT 


A Tnbal provision m the Pwao^ud Responsibility and Wort Opportunity Reconciliation 
Act of 1996, provided language that would allow Indian Tribes to adminioor ■ TANP 
(cosh assistance) pro-am. 

One of (be m^jor barriers of providing any service to Indian Country it the teefc of 
transportation Rural public t/anaportabon ayatem ira sporadic aad In many mu non- 
existence. Tribal members of Tribal TANP program* must oomplcta one appUcaboo for 
cash sasiaUacc. traval to the local oouity wdfkre office to oonpiata aainrilar application 
for Ilia Federal Medioaid program. 

The State agency is raapooaible for conducting the Medicaid Program eligibility 
determination on Indian reservations, vrioch historically has resulted in under 
repmeoration of Indian people. . 

Therefore, ao amendment to tha Indian Health Cara Improvement Ace that will alow 
participation and provide a oae-etop application for services 


AMENDMENT 

Indian Tribes that admlniatar a Tribal TAlfF pragma are authorised to delaraJoe 
aUcibOKy far the Federal Madkald program 



426 


Visualizing Our Network 
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Health and Human Services 


TANF Block Grant/New 
Medicaid 

Child Su ppo rt PofopT M T ™* 

Child Cro/Head Start 
Social Services BlodrGrapt 

Subrta n»~c Abuse 1 Bccvcntion 


Me n t al Healttr Treatment-ft-Prevent^n 



Fatherhood Programs 
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Department of Agriculture 


Distance Learning (FttriMg to cncouragaAmprove teiecomjnurieaftooi/eomputsr 
networks to provide educa ti on for nxal areas) 

Rural Development (Punning wsys to sbmulele improvements m the economic, 
social or environmental well-being of rural residents through technical and financial 
assistance) 


Wood in Transportation (Offers technology transfer and value added business 
development assista nc e fix improved transportation aad infrastructure and markets for 
wood) 

Rural Business Enterprise Grants (Help finance and fadloaie development of 
small and emerging private business enterprise* located in rural areas) 

Rural Business Opportunity Grants (Provides fbadt for technical assistance, 
trooiag/plaiuung activities that improve eooooouc coodkiooi in rural areas. To promote 
sustainable economic development in rural cocmmioitiee with excepiona) needs) 

Food Distribution Program on Indian Reservations (Comnwiitks) 

Food Stamps (Helps low-income household* but food for a more nutritious diet) 

Community Facility Program ( A community Cealrty IS a wra center thel 
provides essential public services met as a welfhre services building) 

Emergency Food Assistance Program 
Child Adult Care Food Program 

Community Food Projects (to meet the food needs of low-<noome people) 
W1C 
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Department of Justice 


Tribal Courts 

Felony/ fleeing felons criminal information 
Domestic Violence (STOP Violence Against Women) 
Drug Abuse Programs 
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Department of Treasury 
Internal Revenue (t«* return, a a* id Sopponj 
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Department of Education 

Adult Education 
Education Block Grant 

Education for Disadvantaged 

Special Education . 

Vocational Education 

Child Care Access 

Rehabilitation Education 

Life Skills 

Learning Disabilities 

Even Start 

Literacy Grants 
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Department of Labor 


WIA 

Adult Job Training 
Welfare to Work 
School to Work 
Youth Opportunity Program 



433 



434 



OSAGE TRIBE OF INDIANS 
OSAGE 7AXFr*OGJUU 
iJIJMwv 
Pavhoki OV*kma 74U4 
J-40432-I14S 
9l$-n7U4t 

PMlMoorAaad 
Maionty Soft Dwcror 
Carr v rwtm t oo InAan Alima 
Stt/IartSeMW Offer 
'X'uhnjton QC 29)10 


Dear Mr. Moonhead 


*n»« CaiwwM oo IruSort Affairs has tchrdukd » held kumg n Denver, CO OO draft 
(e^iiwoo “<• norffcn? * /«A#* NmM Goa IfHM /itf / 197f, 4! ooM* for 
Monday Doc d, 1999. Aft Om** Tobal npreeentsoaa o* not bt able to attend the bearing 
However. we oOu 9m \am u support for • ptopoead amendment to Ae /HQA 

The Osage In be ia admmurtnog a Tribal IA.VF Program xmder tenna » the Pnonil 
feaponcifctfcty md tttar* Op-x ram 7 JUcenataaon Aft of |9M Ob hot Jrifuamd the 
pouMrir of the Tribe arimeunenng a Food Stamp Program md <kt» tnrvmg Meshrasd 


Tnbal orif'ttop scram triB caee Ac unu oo cheno ngartag CT wp ot w aoo fa major 
bwnirr to delive r y of Nrace) md mAmdmt and hbo rmm progr a m appfcraoooi due need 
to be completed for rfethity Atexmmeooo 

The Oaege Tribal TANP P wpa n supports the N mn a a ) Congrm of Amnea 
Indians, feaokmoo * GXiMm, "D-aif IIHS WDOi. ^d aej Jeyty * efcw Todrf 
MNF Tnfcx * p~ut nrepdfjbo* *«*■». JW W MeAri / efehty 
fibwofn." 

It haa been brought to otv lOcaaoct Aar the hn gjf f . IdNri Trikr n adtmn^d * 
fbMee efeiUfcy >r fed** M eA w d was ddeted fen Ac propond biHor the 
reauAoriaaaon of the In don Hate Cart Imptoeeawnt An (IHClA) of t97$. Bj deleting 
the pro poeed amendment language from Ac raauAonaaoon Ml, TANP Tribe* would be 
unable to noK ae the Scaeae hen reefed. md ptoatde one nop programs Am w»B cw 
Ac strew for Natric American Ants Trie State of OUAomab endtanoc program* ha* 
been rmfesg for dcradae and heve Hcdeni roruror y md rrp i laen ry nrief for program 
development 
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T>» errlon. ** support proposed immdmeoc to the In (ion Hatch Car* 
ln>pro*»m«m Act 3>» wJ uithorac Tabd TANF Profnm* to determine »l*g\Wrty for the 

FedmJ MrthoxJ Prognm 
Smctrtlft 

ZZZZZP 

Ongt Tab*] TASf Pmgam 


ea VrgBUj *«. Dmw Social S*rw Soudan fcdao Health CouooJ 
Siah Huh*. Wire Rofartn Prop*® MarufO, NCAl 
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TESTIMONY OF JACOB ADAMS 
PRESIDENT, ARCTIC SLOPE REGIONAL CORPORATION 

REGARDING 

S. 2526, A BILL TO AMEND THE INDIAN HEALTH CARE 
IMPROVEMENT ACT TO REVISE AND EXTEND SUCH ACT 

BEFORE THE SENATE COMMITTEE ON INDIAN AFFAIRS 

HEARING HELD JULY 26, 2000 

Mr. Chairman and Members of the Senate Committee on Indian Affairs, my name 
is Jacob Adams and I am the President of Arctic Slope Regional Corporation (ASRC), an 
Alaska Native Corporation created under the Alaska Native Claims Settlement Act 
(ANCSA) and headquartered in Barrow, Alaska. ASRC has over 7.500 Alaska Native 
Shareholders and represents the interests of all of the North Slope Inupiat Eskimo people 
in the northern most region of Alaska. I appreciate this opportunity to provide testimony 
to you on behalf of ASRC regarding Title IV of S. 2526 

I am submitting written testimony to demonstrate ASRC'a support for Title IV. 
Section 406(g). of S. 2526. This important Section of S. 2526 amends Section I62le(0 
of the Indian Health Care Improvement Act (IHCIA) (25 US C. § l62lc(D (2000)). This 
amendment clarifies that neither the United States, acting through the Indian Health 
Service (IHS). nor an Indian tribe or tribal organization under a funding agreement 
pursuant to the Indian Self-Determination and Education Assistance Act, shall have a 
right of recovery for reasonable charges billed or expenses incurred in providing health 
services if the injury, illness, or disability for which health services were provided is 
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covered under a self-insurance plan funded by an Indian tribe or tnbal organization, or 
urban Indian organization. Section 406<g). however, does allow such recovery where 
there is specific written authorization by the governing body of an Indian tribe. 

The IHCIA, as currently written in the United States Code, has been interpreted to 
negatively impact those Indian tribes or tnbal organizations that proride health care 
coverage to employees through a self-insurance plan. The IHCIA defines the term 
“Indian tribe" to include Alaska Native Corporations, such as ASRC. created pursuant to 
ANCSA. See 25 U.S.C. § 1603(d) (2000). ASRC currently has a self-insurance plan, 
which fits within the IHCIA’s definition of a “self- insurance plan funded by an Indian 
tribe or tribal organization." 

The IHCIA was enacted m 1976. S« Pub. L. No. 94-437. 90 Stat 1400 (1976). 

In 1988, Congress added a provision to the IHCIA, allowing the Federal government to 
recover from third-party payors reasonable expenses incurred by the IHS in providing 
health care services. Sfi£ 25 U.S.C. § I62le(a) (2000). In 1992, Congress broadened that 
recovery provision to allow the same type of recovery by tribes and tnbal organizations 
contracting with IHS to provide health care services. Also in 1992, Congress added an 
exception to this right of recovery whereby. “(t)be United States shall not have a right of 
recovery under this section if the injury, illness, or disability for which health services 
were provided is covered under a self-insurance plan funded by an Indian tribe or tribal 
organization." 25 U.S.C. § 1 62 1 e(f) (emphasis added). 
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There is a lack of parity between the right of recovery provision under 25 U.S.C. 
section I621c<i), which is available to the “United Stales, an Indian tribe, or a tribal 
organization", and the exemption on recovery under 25 U.S.C. section 162te(0. which is 
available only in cases where the “United States” is seeking recovery. Thus, as currently 
written, the IHC1A has been interpreted to provide that a self-insurance plan funded by an 
Indian tribe can only avoid being recovered against when the health care provider is the 
United Stales, acting through IHS, and not when the provider is a tribe or tnbal 
organization contracting with IHS. The result is that Indian tnbes arc essentially being 
billed for health care provided to tnbal members who are entitled to free health care 
services from the IHS and from tnbes and tnbal organizations contracting with IHS. This 
was not Congress’ intent when enacting the IHCIA. 

The foregoing result is the unfortunate situation that ASRC has been faced with. 
ASRC's self-funded insurance plan is being billed by a tnbal health organization that has 
a contract to provide IHS services to American Indians and Alaska Natives. Whereas, if 
the IHS were providing the health services directly, ASRC's self-funded insurance plan 
would be exempted from such recovery. This result is not compatible with Congress' 
intent to provide health care services to American Indians and Alaska Natives, at the 
Federal government's expense. 

In a House Report accompanying the I62lc(0 exception, the Committee stated 
that it "does not intend 25 U.S.C. Section 162 le to be interpreted to authorize the (IHS) 
to seek reimbursement from tribally operated self-insurance plans " H. Rep. No. 102- 
643(1), I02d Cong., 2d Sess . reprinted in 1992 WL 163494, *192-93. The Committee 
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went on (o stale that “Itjhis would result in shifting the legal obligation to pay for Indian 
Health Services for tribal members to the tribes themselves ." This rationale for 
exempting tnbally funded self-insurance plans from the collection efforts of the IHS 
should equally apply to the collection efforts of Indian tnbes and tribal organizations 
contracting to provide IHS services 




As stated above, the IHC1A defines the term “Indian tribe" to include Alaska 
Native Corporations created pursuant to ANCSA. Section 406(g) of S. 2526 would limit 
the ability of the IHS, or a tnbe or trtbal organization, to recover from a self-insurance 
plan funded by an Indian tnbe. including an ANCSA Corporation. As a result, under 
Section 406(g) of S. 2526. neither the IHS. nor a tnbe or tnbal organization contracting to 
provide health care to Amencan Indians and Alaska Natives, shall have a nght of 
recovery under the self-insurance plan funded by ASRC. without specific written 
aulhonzation of the governing body of ASRC. 

This clanfying provision in S. 2526 would further the Federal policy of providing 
health care to Amencan Indians and Alaska Natives at the expense of the Federal 
government, but not at the expense of tnbal members or Indian tnbes. This provision 
would clanfy that such Federal responsibility for health care was not intended to be borne 
by an Indian tribe, including an ANCSA Native Corporation such as ASRC. 

On behalf of the 7,500 Inupiat Eskimos represented by ASRC. I would like to 


thank the Committee for allowing me to submit my testimony, for the record, in support 
of Section 406(g) of S. 2526. 
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The National Indian Child Welfare Association appreciates the opportunity to submit this 
testimony on. S. 2526. a bill to amend the Indian Health Cart Improvement Act (herein 
referred to as The Act"). Our organization is based in Portland. Oregon. Our 
comments will focus on the following themes as they pertain to S.2526: 

1. Systems of Care and Us relationship to behavioral health services 
and our recommendation that S 2526 include this concept; 

2. The serious need for increased funding to expand services and provide better 
access to mental health care for American Indian^ Alaska Native children; 

3. The need for Indian Health Service (IHS) to acquire and provide specific data 
related to Indian children 's mental health 

Our recommended changes to S.2526 begin on page 9 of our testimony. 

The National Indian Child Welfare Association (NICWA): NICWA provides a broad 
range of services to tribes. Indian organizations, state and federal agencies and private 
human service agencies throughout the United Stales. These services are not direct client 
services such as counseling or case management They are services that strengthen the 
programs that directly serve Indian children and families. NICWA services include: (1) 
professional training for tribal and urban Indian human services and mental health 
professionals, (2) consultation on human services and mental health program 
development; (3) facilitating child abuse prevention efforts in tribal communities; (4) 
analysis and dissemination of public policy information that impacts Indian children and 
families; (5) training institutes on Indian children’s mental health topics, and (6) helping 
state, federal and private agencies improve the effectiveness of their services to Indian 
people. In addition to maintaining a strong network in Indian country by working closely 
with the National Congress of American Indians and tribal governments across the 
United States, we have established mutually beneficial partnerships with child and family 
welfare organizations such as the Federation of Families for Children's Mental Health, 
the Child Welfare League of America, and Casey Family Programs. 

SYSTEMS OF CARE AS THE CORNERSTONE OF BEHAVIORAL HEALTH 
What is a system of care? Within the field of children's mental health, a system of care 
is a formal collaboration of the family and community members, professional and other 
organizations committed to enhancing the lives of emotionally disturbed children and 
their families. The purpose is to bring cohesion to the strategics and services aimed to 
rehabilitate these children. Specific values set the principles that drive a system of care. 
These principles evolve into specific practices that create change. 

Systems of care has evolved over the past several years from the growing awareness of 
the absolute need for all stakeholders in children's well-being to work together. Service 
providers now recognize that simply dispensing medication and providing adjunctive 
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psychotherapy services fall short of what children and their families need to recover from 
or cope with mental illness. They recognize that the causes of mental health disorders are 
complex and that the impact of mental illness requires collaboration and partnerships 
among many parties. 

Wraparound services comprise a full array of human services. Case management, or 
care coordination, connects all parties providing this full array of services into a 
collaborative web. Systems of care include formal partnerships between tribal, stale or 
county agencies (partnerships), multi -<lisc:plinary teams ( collaboration ), deep family 
involvement and the accessibility to service providers far beyond the typical 8 a.m. to S 
p.m. workday. Wraparound services include children and families in the planning of the 
treatment for the children. In addition to professionals, effective systems of care bring 
into this planning the significant persons involved in the child and his/her family's life, 
such as spiritual healers, extended family and community ciders. Professionals may 
include educators, child protection services, the juvenile justice system and mental health 
professionals (Cross. Earle. Echo-Hawk Solie and Manness. 2000). 

S.2S26 combines the fields of substance abuse and mental health into a behavioral health 
department and emphasizes traditional healing as an important part of wellness. We 
agree with this approach, but the bill does not. unfortunately, encourage systems of care. 
This omission is inconsistent with other HHS agency policy and today’s most promising 
practices. 

Throughout the past decade, the Center for Mental Health Services (CMHS). a division 
of the Substance Abuse and Mental Health Services Administration, has emphasized the 
importance of systems of care in meeting the complex needs of children suffering from 
mental illness and their families. Within Indian country, during the past seven years, 
CMHS has funded a total of 8 tribal mental health programs that provide services to 
Indian children with severe mental health challenges These programs are excellent 
examples of tribes and tribal organizations developing creative, effective mental health 
systems of care. We are attaching to this testimony a copy of the Promising Practices: 
Cultural Strengths and Challenges in Implementing A System of Care Model In American 
Indian Communities (Cross et al.. 2000). This monograph describes S of the 8 programs. 
Following are excerpts from this monograph that describe the extent of collaboration 
inherent in systems of care. In this case the description is of the Sacred Child Project, 
which is coordinated by United Tribes Technical College and serves 5 sites in North 
Dakota. South Dakota and Montana. 

“Sacred Child staff and spiritual consultants have an unconditional love for the 
children and their families who participate in the project/ 


"Participants are visited by a care coordinator and, if available, a parent 
coordinator..., they understand the community dynamics and culture and they are 
aware of the services and programs in the community .... (they must] be willing 
to train to become certified in care coordination." 
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'Their |lhc child and his/her family) applicaiion is then forwarded lo the local 
Wraparound Review Intake Team (WRIT), a multidiscipline team composed of 
parents, care coordinators and representatives from cultural, spiritual, child 
welfare, mental health, law enforcement, juvenile justice, education, alcohol and 
substance abuse prevention and domestic violence areas ' 

'The next step in the wraparound process is to set up a meeting of the child and 
family support team. At this meeting, the parents or primary caregivers and the 
child, if age appropriate, meet other members of the child and family support 
team (CFST). This team is comprised of people the family has identified as being 
part of their natural support system and the service providers from the systems 
with which the child is involved." 

"The purpose of the support team meeting is to develop a plan of care appropriate 
for the family’s strengths and culture." 

From the above example, one can see the high degree of involvement of Sacred Child 
Project staff with families and community members, and how a system of intervention 
extends beyond providers to community members that are known to the family. When a 
family and community are brought into a system that works together to promote healing, 
the motivation to succeed exceeds discrete efforts by one individual or one agency acting 
independently. With the work spread throughout formal and informal entities, a system 
can be available 24 hours/day to stabilize families. Different players are called into action 
based upon the need at any given time. For example, a mental health specialist, 
traditional or mainstream, may be called to respond to a suicidal teen; or a protective 
services worker may put a remedial care plan into immediate action to prevent child 
abuse and the removal of a child into foster care. 

According to parents and staff interviewed for this monograph, this level of involvement 
has resulted in saving lives of suicidal adolescents, reducing school absenteeism and 
expulsion, improving school grades, decreasing the rale of recidivism into the juvenile 
criminal justice system, increasing self esteem, preventing child abuse, and keeping 
children within their homes as opposed to placing them into foster care or residential 
treatment. These changes transform the live* of children and families. One can speculate 
that the cost savings would be enormous by providing extensive services at the front end 
versus the exorbitant costs of 'back end* services such as incarceration, protective 
placement and in-patient psychiatric hospitalization, as well as general assistance. 
Providing effective services to children will likely also save costs from social security 
disability benefits, since chronic, severe mental illness often renders people 
unemployable. 

CMHS recognizes that many Indian communities have gone too long without mental 
health services and that these communities lack the infrastructure to support an effective 
mental health system. In its commitment to bridging the gap in services to Indian 
children. CMHS funded nine tribal and urban Indian programs whose mission is to design 
systems of care. These projects, called Circles of Care, are in addition to the 8 sites 
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mentioned above providing services. They have been given three years to establish 
partnerships and to involve the community in designing a system of mental health 
services for their children. IHS is aware of this emphasis in mental health policy and is. 
in fact, one of the partners in these CMHS funded grants 


INDICATORS OF NEED FOR IMPROVED MENTAL HEALTH SERVICES TO 
CHILDREN IN INDIAN COUNTRY 

In general, mental health services arc scarce for all children. But for Indian children, 
access is more problematic. The disparity in available resources parallels the scarcity of 
data relevant to Indian children and mental health. 

Available Statistics: Severe life stresses place Indian children at high risk for mental 
health problems. On a national level Indian communities are affected by very high levels 
of poverty, unemployment, accidental death, domestic violence, substance abuse, child 
neglect and abuse, and suicide. These at-risk factors lead most authorities to agree that 
there is an inordinate, unmet need for mental health services in tribal communities 
(Swinomish Tribal Mental Health Project. 1991). 

There is very little data on the mental health needs of Indian children and adolescents 
(Deserly and Cross, 1996; U.S. Congress, Office of Technology Assessment. 1990). We 
can make some extrapolations about the level of need for Indian children and the 
importance of addressing those needs from statistics pertinent to the general population, 
particularly since we know that minorities with mental health disorders are less likely to 
receive treatment and more likely to be placed in correctional facilities (Knitter. 1982). 
We know the following to be true: 

1 . Mental disorders account for 4 of the 10 leading disabilities in established market 
economies worldwide (The National Institute of Mental Health: Science on our 
Minds The Numbers Count. 1999); 

2. The cost of mental illness in the United Slates was SMS million in 1990 (The 
National Institute of Mental Health: Science on our Minds The Numbers Count. 
1999); 

3. Worldwide, depression is the leading cause of disabilities among persons age five and 
older (The National Institute of Mental Health: Science on our Minds The Numbers 
Count. 1999); 

4. The estimated national incidence of emotional disturbance is 1 1 .8 percent of the 
population under the age of 18 (Gould. Wunsch-Hittig and Dohrenwend. 1980). 

We can see that the cost of mental illness is extraordinary. In Indian country where 
mental health services are extremely scarce and the need is d i sparat e ly great, we can 
assume that both the life-long personal and financial costs of not providing adequate 
mental health services to our children will be enormous. 
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The 1990 Census reports that almost two million American Indian people are living in the 
United States. Of this number. 39 percent are under the age of twenty. Research estimates 
that there are approximately 93.000 emotionally handicapped Indian children in the United 
States ( Desert y and Cross. 1996). 

Although epidemiological research is scarce, we know that Indian children suffer from 
catastrophic rates of postraumatic stress, which, if untreated, creates a generation of 
adults who suffer from severe, chronic mental i l l n ess Boarding school surveys have 
identified Indian youth as being at high risk for mental health disorders. According to an 
unpublished paper by the Bureau of Indian Affairs ( 1 995), Therapeutic Residential 
Schools - Promise of the Future, off-reservation, residential school students are either "at 
risk" or are “very high risk" students. Most of these students have suffered sexual, 
physical and emotional abuse, abandonment and/or rejection and have been involved in 
self-destructive behaviors. Supporting documentation shows that many students with 
mental health problems are on probation from the juvenile court system. In addition, the 
scope of alcohol and drug abuse among entering students is overwhelming. 80 percent to 
100 percent! Over 80 percent are from home environments where one or both parents 
have been identified as having a substance abuse problem. The paper further reports 
increasing dysfunction in all areas investigated in mental health screenings. The majority 
of students screened (approximately 95 percent) reported critical medical, social, menu! 
and educational needs that are not being met. 

Historical Factors. The effects of past forced removal of Indian children from their 
native societies and placement into boarding schools, adoptive and foster homes arc only 
now being fully recognized. Children changed in ways that their parents and 
grandparents could not understand Many returned home for vacations expressing serious 
identity confusion. They grew ashamed of being Indian and bitterly disowned the values 
and lifestyle of their families. After yean in boarding schools, they grew up unable to fit 
comfortably into either Indian or noo- Indian societies (Swinomish Tribal Mental Health 
Project, 1991 ). Many times, these children never returned to their homes. For those who 
did, communication was damaged because children had been forbidden to speak their 
native languages. Many children were unable to converse with their own parents. 

Having been denied normal Indian childhood experiences and role models, they were 
delayed in their social and emotional development (Attneave, 1977). 

As these children became parents, they met unprecedented challenges. They lacked 
family experience from which to learn parenting skills. They struggled with major 
depression and attachment disorders resulting from their trauma of forced separation. 
Generations of Indian parents resorted to substance abuse, neglected their children and 
found themselves overwhelmed by the challenges of parenting (Hollow, 1982). This 
yielded an upsurge in child neglect and abuse resulting in the removal of successive 
generations of Indian children from their parents. Thus the history of removal of Indian 
children from their families created a cycle of multi-generationaJ trauma that continues to 
cause emotional illness in today’s generation of Indian children. 
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Without a commitment on the pvt of IHS to mental health systems of care, the outlook 
for Indian children is dismal. Given the knowledge we now have about the positive 
outcomes of systems of care established within Indian communities, it makes good sense 
for IHS to make such a commitment. Should IHS do so. the outlook is optimistic. There 
are three reasons for the optimism. One is that IHS is beginning to develop some 
expertise in systems of care via their collaboration with the CMHS grants. The second is 
that today’s research is clarifying the oeurobiological processes involved in trauma, and 
this research points to promising remedies. The third reason is that Indian communities 
have demonstrated their competence in and desire to develop systems of care. 

Lack of Access and Specific Services Needed: Today's research reports that there is a 
narrow window of opportunity (six months) for treating victims of trauma before they 
suffer from neurological damage (Perry, in press; Perry and Marcellus. 1977). Untreated, 
repetitive trauma can result in learning deficits, posttraumatic stress disorder and a 
myriad of mental health symptoms that seriously interfere with a person's ability to cope 
with life. These symptoms generally continue throughout adulthood (Perry, in press; 
Perry and Marcellus. 1977). The repercussions of persistent trauma contribute to the high 
rate of Indian youth dropping out of school, entering the juvenile justice system and 
abusing alcohol and drugs. They also contribute to the high teenage pregnancy rates and 
high rates of babies affected by fetal alcohol and drug abuse. 

Today's research documents the results of separation of children from their parents. 
Attachment disorders reflect the neurobiological import of this trauma. Research also 
shows the correlation between mental health disorders and high rales of diabetes, cardiac 
and other diseases (Koren. DeChillo and Friesen. 1992; National Institute of Mental 
Health. Science on our Minds: The Numbers Count. 1999; National Institute of Mental 
Health. Science on our Minds Depression Can Break Yow Heart. 1999). Given that 
American Indians have the highest rate of diabetes, obesity and heart illnesses, there is a 
great need for mental health services as prophylactic, medical health measures. 
Additionaly, one can extrapolate, from the research on the neurological impact of trauma, 
that mentally ill children, left untreated, are at high risk for serious health problems as 
adults. 

There are several reasons for disparity of mental health services to Indian children. 

Low IHS Funding Historically, mental health, particularly mental health services for 
children, has been low on the IHS list of finding priorities. In 1988. only 1.3 percent of 
the total budget was allocated for mental health and social services for all age groups 
(U.S. Congress. Office of Technology Assessment. 1990). Today. IHS allocates 
approximately 3 percent of its budget for mental health and social services combined 
with no set policy for allocation to children's services. These funding decisions have 
resulted in severe shortages in mental health, which is exa cerbated by the fact that 90 
percent to 95 percent of psychiatrists and psychologists work in metropolitan areas. 
(Wagenfeld. Murray. Mohan and DeBruyn, 1994). There is a critical need for pediatric 
neuropsychiatrists who specialize in fetal drug and alcohol disorders. Shortages of this 
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nature result in poor assessment of need, inadequate crisis intervention and misdiagnosis. 
These are potentially life threatening. 

Jurisdictional Confusion. Confusion between agencies regarding who has the 
responsibility of serving Indian children often leads to no services. Federal, tribal, state 
and local governments all bear some degree of responsibility for the mental health of all 
children. Their perception that ‘the other agency is responsible* has resulted in virtually 
no coordination of services, let alone the development of a formalized system" (Cross ct 
•L. 2000). 


Geography. AnotheT reason for disparate mental health services is geography. Great 
distances, sometimes hundreds of miles, prevent acce s s. In Alaska, many villages can be 
reached only by air in winter and in the summer months some villages are also accessible 
by boat. Many tribal programs have very large service areas. Clients may have to travel 
hundreds of miles for an appointment; children may placed in homes or treatment centers 
far from heir home communities, thus making it very difficult for family visits. If 
services are home-based, only a few clients a day can be seen because of the enormous 
distances a worker has to travel. 

Cultural Obstacles. Although state and county mental health programs which are 
federally funded arc theoretically available to all residents, mental health agencies 
generally have been unsuccessful in serving Indian people. For the most part, services 
offered by state and county agencies are culturally inappropriate for Indian clients, many 
of whom feel uncomfortable dealing with non- tribal agencies. When mental health 
providers are unfamiliar with tribal lifestyles, family values or communication style, 
there is a high probability of misunderstanding. Many non-Indian providers arc not even 
aware that important value differences exist. This lack of awareness increases the danger 
of Indian clients being misunderstood, labeled or rejected (Swinomish Tribal Mental 
Health Project, 1991). Misdiagnosis of Indian clients can result in serious medical and 
emotional damage Cultural norms, such as spintual visions, are sometimes 
misinterpreted as psychoses, for example, and treated with medication when no 
medication is necessary. 

Inadequate Diagnostic Services. Because of the lack of resources. Indian communities 
have dangerously poor access to psychiatric services and the latest neuropsychiatric 
information and technology that is prerequisite to accurate diagnosis. Inaccurate 
diagnosis can result in inappropriate prescribing of medication and ineffective treatment 
plans, as well as impacting school decisions for special education assessment and 
placement, accepting children into regional centers that guarantee life-long care, denial of 
social security disability benefits, etc 

There is great complexity in diagnosis. This complexity is further compounded by an 
increase in children struggling with multiple mental health disabilities, including those 
related to fetal drug and alcohol abuse. The field of pediatric neuropsychiatry is 
important in accurate diagnosis. Accurate diagnosis is prerequisite to developing 
appropriate treatment plans and for prescribing medication. Assessment is an evaluation 
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of the various symptoms; diagnosis is the determination of the illness. Although 
assessment leads to a diagnosis, without an accurate diagnosis, service providers cannot 
develop an effective treatment plan. 

Hazards of Misdiagnosis: The following example illustrates the life threatening 
consequences of inadequate diagnosis. 

One psychiatric social worker reports spending over 200 man hours identifying a 
psychiatrist with sufficient expertise to diagnose and prescribe treatment to a 9-year-old 
Indian youth who had been grossly effected by fetal alcohol and drug abuse, including 
methamphetamine. cocaine. LSD. marijuana and hashish. A pediatrician treated this 
child for attention deficit disorder, however, he failed to diagnosis the other psychiatric 
disorders of the child. The treatment prescribed, therefore, was inappropriate. 
Additionally, the county mental health system said the child did not have a mental health 
disorder and denied the child access to the day treatment program and services. The 
school special education program was ineffective in dealing with the severe behavioral 
problems resulting from the mental illness. After months of exploration, the Indian 
behavioral health program located a psychiatrist who recognized that the child was 
schizophrenic in addition to suffering from attention deficit disorder, pervasive 
developmental disorder and fetal drug and alcohol effects. For the first time, the child's 
psychotic symptoms were identified and then addressed. Because of long-term, high 
dosages of Ritalin, the child developed an irreversible cardiac problem. Had this child 
had access to a neuropsychiatrist trained to work with children, successful diagnosis and 
resulting treatment would have been implemented several years prior, and the cardiac 
problems would likely have been avoided. More alarming is that many tribal programs 
have no mental health professionals who would recognize the need for specialized 
assessment and diagnosis Children receiving services in these programs are at high risk 
for misdiagnosis and ineffective treatment. 

Benefits of Accurate Diagnosis Within a year after the above-discussed child entered 
into treatment with an appropriately trained psychiatrist, he entered the County mental 
health’s day treatment program. Ik was accepted into the state's regional center. His 
psychotic symptoms abated. His family received home-based behavioral management 
services as well. This child will never function ‘normally.’ but there is a life-long care 
plan set up for him which will be revisited on a regular basis and modified according to 
need 

IMPORTANCE OF DATA 

There are no hard figures on how many dollars IHS allocates to children's mental health. 
There is a lack of IHS data documenting the extent and the severity of these children’s 
mental illnesses. State and county agencies often lump American Indian/Alaska Native 
into the "all other" category, so their statistics omit data on American Indian children. To 
make matters worse, state and county workers frequently identify Indians as Hispanic 
because of Spanish surnames. The undercount of Indian children struggling with mental 
illnesses undermines efforts to address these problems. 


8 



449 


While IHS has a menial heal (Asocial services dau colkctioo system, there are many 
problems inherent in the system. Not all behavioral health programs use the system. It 
competes for statistics with a chemical dependency data collection system, and workers 
do not want to input dau for two separate systems. The forced choices of the program 
create confusion on how to respond to the specific dau fields and important information 
is only intermittently reported. Finally, what dau is collected is not disseminated. 

The dau collected by IHS is so problematic that it makes it difficult for us to present a 
recommendation that pertains to dollar allocations. The lack of reliable daU allows stale 
and county agencies to avoid developing culturally specific programs for Indian children, 
as well as impeding Indian tribes and urban organizations from successfully competing 
for grants. 

RECOMMENDATIONS 

(changes in language are printed in bold) 

Issue Number One : The Act fails to address today's most promising mental health 
practice - systems of care for children's mental health. 

Recommendation: Make the following changes in language. 

• Sec. 70l(aXI) - **d the following language at the end of (he paragraph: and which 
promotes Ibe development of system* of core; 

• Sec. 701 (aX2) - insert the following language after the phrases: develop tribal plans 
promoting systems of care . . .organizations to develop local systems of care 
plans... 

• Sec. 701 (bX I ) - add paragraph “(D) a design for a system of care rooted in 
wraparound service. 

• Sec. 70l(dX>) - add at the end of the paragraph within a coordinated system of 
cart. 

• Sec. 703(aXl) -insert the following language after the phrase: ...program of 
comprehensive behavioral health systems of care addressing 

• Sec. 707(cX2) - add paragraph “(F) to develop collaborative systems of care. 

• Sec. 910(bX6) - insert the following language after the phrase: ... avoids duplication 
of existing services, and facilitates the development of a system of care " 

Justification : Systems of care is consistent with federal policy for mental health services 
to children and families. It involves the family and natural, indigenous systems of care 
that faciliute the empowe r me n t of children and families, as well as expanding resources. 
It helps avoid duplication of services and contributes toward sustainability of behavioral 
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health services within an economy of dwindling resources. Systems of Care reduce costs 
by lowering the numbers of children placed out of the home (juvenile detention, foster 
care, residential treatment). They promote great s uccess in prevention and treatment of 
mental health disorders by engaging the community in developing prevention and 
treatment strategies. The community becomes part of the treatment plan, thereby 
increasing the number of people supporting the child and the family in need. 

lame Number Two : The tcchmcal assistance language in S. 2526 is general and does 
not specifically address systems of care as a promising practice. 

Recommendation: (insert the following changes in language.) 

• Sec. 709(aX2) - insert the following language after the phrase: concerning 
behavioral health systems of ear* ... 

• Sec. 709(b) - insert the following language after the words: behavioral health issues, 
including systems of cart . .. 

Justification: Indian communities need the benefits of state of the art information 
regarding current mental health services. Behavioral health program personnel should 
have access to the technical assistance that would assist them in developing mental health 
systems of care within their communities. In order to garner support for systems of care, 
tribal council members, other leaders and community members need training and 
education in this area. 1HS staff could benefit from this such training for the same 
reasons. An additional benefit would be that an increased awareness would encourage 
collaboration between behavioral health services delivered directly by IHS to tribal 
communities and tri bally tun services. 

Issue Number Three : There is a severe lack of mental health personnel trained to work 
with children. 


Recommendation: Amend Sec. 1 27(1) as follows: change the number 500 to 1,000. 

Justification : S.2526 moves toward addressing the mental health needs of Indian 
children by acknowledging the critical lack of mental health practioooers working in 
American Indian/Alaska Native programs, particularly those specializing in working with 
children and families. The Act calls for the recruitment of 500 mental health providers 
with a minimum of 200 qualified to work with children. Given the extraordinary unmet 
need for mental health services for Indian children. 500 new practitioners is grossly 
i n ad e quat e . This is particularly true when we are recruiting practitioners whose expertise 
ranges from professional to paraprofcssional and when you consider that rural case loads 
arc smaller than urban case loads due to time spent on travel. Furthermor e , the figure of 
93.000 Indian children needing mental health services b a conservative estimate. There 
b no indication of a decrease in the ratio of one mental health provider to every 23,250 
children. We believe that recruiting 1,000 new mental health practitioners b a reasonable 
goal over the next several yean. 
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Issue Number Four: The Act calls for two fifths of the recommended new menial 
health personnel to have training in the field of children's mental health; specifically, 200 
of 500. This is inadequate in meeting the unmet needs of Indian children and creates a 
bigger gap in available services between adults and children. 

Recommendation: Amend Sec. 127(1) as follows: change the number 200 to 600 

Justification: We are recommending that instead of two fifths of new hires having 
expertise in working with children that three fifth have such expertise. There is already a 
preponderance of providers working with adults. This disparity in distribution of human 
resources is higher when one considers that mental health providers working with 
children and families spend much of their time working with adults. The greater need is 
to bridge the gap in availability of services for children. 

Issue Number Five : Access to psychiatric services is severely limited This is 
particularly true for children with multiple diagnoses. This lack of access is further 
damaging to children suffering from neurological impairments, such as those associated 
with fetal drug and alcohol disorders. 

Recommendation: 

• Sec. 70l(cXO - Add paragraph “(J) diagnostic services including the utilization of 
the latest neurological assessment technology 

• 

• Sec. 703(a) - Add paragraph “(F) diagnostic services utilizing, w hen appropriate, 
neuropsychiatrie assessments that use the latest technology of PET (photon 
emission topography) or SPECT (single photon emission computer topography) 

KIDS, 


• Sec. 703(a) - Add paragraph “(G) develop and institntc a telepsychiatry program 
drawing upon the experts in the field of pediatric psychiatry, including 
psychiatrists in assessment, diagnosis and treatment planning for children with 
concurrent neurological disorders. 


Justification: Indian communities generally have poor and frequently no access to 
psychiatrists. Access to ncuropsychiatrists is even more limited, and access to pediatric 
ncuropsychiatrists is extremely rare. In S.2S26, Title VII, Behavioral Health, The Act 
does not directly address the area of diagnosis, although it does address assessment. 

It is unrealistic to expect every Indian behavioral health program to have an on-site 
psychiatrist. With 1 .680 U.S. counties lacking these services, many Indian children must 
have alternatives. A telepsychiatry program would make psychiatric services available to 
all Indian children. The use of PET or SPECT scans would ensure the high quality of 
differential diagnosis (MRI’s. CAT scans and Xrays show the physical structure of the 
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brain, while PET and SPECT scans show the ability of the brain to function by mapping 
activity levels,) 


Data on Indian children's mental health is scarce and results in 


mental health needs and, therefore, developing appropriate strategies. 


Recommendation: 


• 1HS create a task force to asse s s the current mental hcalth'social services data 
collection system. This task force would also explore bow data from the separate 
IHS medical data system can contribute to developing an accurate picture of the 
mental health needs of children and families. The committee would be comprised 
of members from IHS. tribal leaders, mental health professionals from IHS and 
tn bally run programs, as well as at least one representative from an urban mental 
health program and at least ooe representative from an appropriate Indian 
organization involved in research and/or data collection related to Indian 
children's mental health 

• All IHS funded programs use the mental health social services data collection 
system or provide identified statistics, so that IHS can aggregate them into their 
data. 

• Within the next 1 2 months IHS be required to produce a report to Congress on 
status of Indian children's mental health based on data collected per the 
recommendations of the task force (sec first bullet of this set of recommendations) 
and that IHS disseminate this report to Indian tribes and appropriate 
organizations. 

• Subsequent to the above report. IHS be required to produce a report on the status 
of Indian children's mental health on a biannual basis. 

Justification: Not all IHS funded programs utilize the same data collection systems. 
Some behavioral health departments are burdened with two systems; one for mental 
health and social services; the other for substance abuse services. There is considerable 
confusion regarding how to use these systems when a child is dually diagnosed. In 
addition, the cunent mental hcalth/aocial services data collection system being used by 
IHS collects information in such a way that obtaining other important information is 
excluded. Although information regarding age is collected, obtaining meaningful data 
from IHS does not appear possible. The loss of these data deprives Indian communities 
and grant writers of the information they need to understand the scope of mental health 
illness in Indian children. Many individuals who seek medical services are being treated 
for mental health problems, and services provided by medical health do not get processed 
into the mental health data collection system. The loss of data through services provided 
by the medical departments undermines the extent of the problem. This, in turn. 
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undermines the attempts to justify requests for grants and other funding. Tribes and tribal 
organizations do need those data that are collected. 


CONCLUSIONS 

The need for mental health systems of care for Indian children, although inadequately 
documented, is expected to be substantially higher than that of the general population. 
Access to services is poor for a variety of reasons including cultural issues, funding, 
isolation and the need for human resource development We are recommending that 600 
additional mental health practitiooers be trained to wort with children to address this 
unmet need. 

It is critical that IHS mental health policy keep pace with that of the CMHS and that IHS 
promotes systems of care within the programs they directly operate, as well as provide 
technical assistance to tribes and urban organizations running their own behavioral health 
programs. 

We urgently recommend that IHS implement a telepsychiatry program that ensures that 
Indian children have access to effective diagnostic services. These services must include 
evaluations from pediatric neuropsychiatrists who have expertise in fetal drug and 
alcohol disorders and who use PET and SPECT scans in their evaluation. 

Data collection and analysis is vital to comprehending the extent of the mental health 
needs of Indian children, as well as to justify requests for funding and developing 
intervention strategies. Indian communities have long been hampered by the lack of 
supporting statistics in their attempts to pursue funding A task force is recommended to 
develop an effective data collection system, and a compulsory report would ensure that 
IHS would acquire and disseminate appropriate data. Follow-up biannual reports would 
continue to inform Congress and Indian constituents on the status of mental health of 
Indian children. 

The Act carries recommendations through the next decade. The complexity of menial 
health disorders and solutions to these diseases are just now beginning to be appreciated 
on a large scale. This Committee has the opportunity to adopt recommendations that 
would pave the way for substantial cost savings. This Committee also has the 
opportunity to make a strong statement not only on your commitment to the well being of 
Indian children but also on your commitment to innovative, effective solutions based in 

Thank you for your attention to this request. 
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TESTIMONY FOR THE RECORD 
OF CHAIRMAN WAYNE TAYLOR. JR. 
SENATE COMMITTEE ON INDIAN AFFAIRS 
HEARING ON S. 2526, TO REAUTHORIZE THE INDIAN 
HEALTH CARE IMPROVEMENT ACT 
JULY 26. 2000 


Thank you. Chairman CampbeB. Vice Chairman Inouye, and other distinguished 
Members of the Senate Committee on Indian Affairs for alowing the Hopi Tribe to 
provide testimony on S. 2526. legislation to reauthorize the Indian Health Care 
Improvement Act. We are grateful for your continued attention to improving health care 
services for all Native Americans 

The Hopi Tribe looks to Congress as the ultimate federal trust authority. Vested 
In your authority is the abdity to ensure the provision of quakty health services for all 
Native Americans. We value you r counsel and depend in no small measure on your 
assistance In establishing an array of health services of critical importance to al Tribes. 

I wish to draw your attention to one health care service that has been largely 
ignored to date in Indian country - the provision of emergency medical transportation 
services. 

Paramedics and Emergency Merkcal Technicians (EMTs) who provide 
emergency medical care and transportation to the general population were recognized 
as an important part of the health delivery system in 1966. with enactment of the 
Highway Safety Act. The Act provided funding to States to buy ambulances and train 
EMT-paramedics States required those involved in the transport of sick or injured 
people to be certified as emergency medical technicians. Since the mid-1960s, this 
field has exploded and evolved with medical technology to provide essential front-line 
medical sorvices as part of the continuum of care. Unfortunately, this critical 
component in today's health care system is underfunded In Indian country. Tribes are 
unable to keep pace with health care advances in this field. A growing disparity 
botween comparable care off-reservation is evident and access to health services is 
impeded. 

On the Hopi reservation, providing necessary emergency medical transportation 
services Is a difficult task. Insufficient binding for adequate staffing and outdated 
equipment leaves our present emergency medical service (EMS) teem constantly 
struggling to provide services. Although the Hopi EMS team performs valiantly, Rs 
personnel are stressed for tkno and lack the equipment necessary to perform certain 
lifesaving functions. The program lacks the resources to staff the program according 
to industry standards for the time and distances Involved in rural transport. 
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Unfortunately, the Hopi Tribe witnessed the consequence of insufficient program 
funding this past April through a tragic rxadent. A young woman developed a serious 
condition during her pregnancy. After being brought to the Kearns Canyon Hospital for 
care, physicians determined that she would have to be transported to the Tuba City 
Indian Hospital (some 64 miles west), a faculty more equipped to handle this condition 
and able to perform surgery not possible at Kearns Canyon. As the young woman was 
being stabilized and readied for transport, another urgent call was received and the 
ambulance was obligated to transport that pabent from the Second Mesa Clinic to the 
Tuba City Indian Hospital. A second ambulance crew was already attending a local 
emergency and was committed to remain on the Hopi Reservation. EMS funding is not 
sufficient to provide for a third ‘off-duty* or back-up EMS crew - as industry standards 
dictate. As a result, the woman was forced to wait for the first a variable transport - an 
air ambulance - several hours later. During this delay, the woman suffered fetal 
demise (the death of her unborn chid) and her own life was placed in extreme 
Jeopardy. This scenario, as well as many others, could possibly have been avoided by 
providing adequate funding for ful staffing of the EMS program, affording a third crew 
*on duty* or as an *on call* back-up crew. 

The current trend of dosing hospitals in Indian country and replacing them with 
ambulatory care centers, or consohdabng medical services, places an added burden on 
emergency medical services teams and elevates the importance of their role in 
providing necessary transport. With the rural nature of Indian Reservations, miles 
away from towns and urban centers, transportation is now needed over longer 
distances for Inpatient c are. requiring highly trained staff and more advanced 
equipment Thus, the system Itself is Increasing the role of emergency transportation 
and advanced life support care without providing the necessary financial resources to 
meet the new need. The end result la a growing gap in the continuum of health care. 

We urge the Committee to examine the Importance of improving and providing 
adequate resources for emergency medical transportation sendees. We recommend 
that additional funding be provided for the development and maintenance of effective 
emergency transportation systems through a mechanism included in the reauthorization 
legislation. The Hopi Tnbe views the development and maintenance of emergency 
medical care systems as part of the trust responsibly in providing essential health and 
welfare services. 



Emergency medical care has become an important part of our health care 
system, providing a front-line Interface with the health care system. Medical ethics 
dictate certain models of practice to fadWate and Insure competent patient care. 
Previously permitted practices, such as medicaty unsupervised patient transport or 
transport supervised by minimally trained individuals for patients with severe conditions, 
are no longer acceptable practice and are. In fact legal. Individuals trained In 
advanced cardiac care or advanced life support must accompany patients with head 
injuries, internal hemorrhages, high-risk pregnancieaAabor. severe cardiac conditions. 


2 


458 


or other life-threatening conditions when the patient is being transported. 

Appropriate and expeditious emergency medical care not oniy means the 
difference between life and death, but can save substantial expense for the health care 
system. The health care community has learned in recent years that rf appropriate care 
is administered to Injured or side individuals such as victims of heart attack within 
minutes of an event, loss of life can be prevented and the chance for full recovery is 
increased. The administration of expeditious care can save years of rehabilitative 
costs, lost labor, and other expenses. Injury is one of the leading causes of death 
among Native Americans. Emergency medical systems must be intact to respond to 
this public health need. 

As the trend toward constructing more ambulatory short-term care centers 
continues, more hoeprtals wil dose. This trend w* dictate an increase in emergency 
and Inter -facility transports. It is the job of Congress to ensure the appropriate provision 
of health services to Native Americans and address this gap in coverage. 



Qvytht PwtTwsPtiftt; 


Emergency medical costs have increased over the past two decades for the 
following reasons: 


Industry Standards Standards of care are developed by the industry to keep pace 
with advances in medicine. Courts often uphold standards of care as a measurement 
of liability. EMS standards define basic hfe support (BLS). advanced life support (ALS) 
and advanced cardiac life support (ACLS) modalities of care, ambulance configuration, 
dispatch and telecommunications protocol, resource distribution and interagency 
relations. As technology has improved our medical capacity to deliver state-of-the-art 
EMS care, standards of care have evolved to incorporate scientific advances in the 
practice of pre-hospital medical treatment 

Regulatory Bod las: EMS programs must meet many standards to operate as a 
legitimate health provider. To name a few. EMS programs must follow state and 
federal Department of Transportation guidelines, federal and state labor standards, 
federal Medicare standards, state certification and licensing, state or regional medical 
controi/supervision . local permR/liconsing. and standards for performance through 
written agreements. 


Service Population Expectations: Americans expect access to high quality EMS 
services. The daily deluge of television programming demonstrates many of the state- 
of-the-art uses of emergency medical services In rural areas where distances are 
groat and the availability of transportation is a serious issue, a responsive and well- 
equipped EMS service becomes a lifeline upon which the community depends. 

Cost of Technology: Technological developments in the delivery of health care 
services have increased dramatically in recent years. Equipment is highly sophisticated 
and improved. gMng every advantage to saving a patient’s life. A three-lead 
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monitor/defibnUator purchased In 1992 for $12,000 is now obsolete and subject to age- 
based faiure. A twelve-lead montorideflbri ta tor soM today can cost more than 
$20,000 and Is essential for meeting "standard of care" treatment for pre-hospital 
medical care of the cardiac patient. 

Coat of Raadlnosa: Crews have to be ready to respond at all times of the day and 
night. Payment only occurs when actual transports to a medical facility are made. EMS 
calls that involve treatment rendered at the scene, wtth no transport, are usually not 
reimbursed. Similarly, In cases where EMS ground crews administer life saving care at 
the scene of an accident or other emergency, yet the patient is actually transported to 
the medical facility by air ambulance, no reimbursement is made. 



The Hop! Tribe's Emergency Medical Services (Hop! EMS) program is the sole 
provider of emergency medical services to the Hopi Reservation and parts of the 
Navajo Reservation in a ruraVwrffoemess response area nearly two million acres In size. 
They are responsWe for responding to emergency cals for all individuals on the Hopi 
reservation. Indian and non-Indian alike The Hopi EMS program is contracted under 
P.L 96-638 with the Indian Health Service (IHS) to provide 1.5 EMS crews on a 24- 
hour basis. 

The Hopi EMS program employs seventeen ful-time and eight part-time EMS 
personnel certified by the Arizona Department of Health Services. There are ten 
paramedics, four intermediate emergency medical technicians (lEMTs). and eleven 
emergency medical technidans-<leAbriflator basics (EMTs-0 basics). EMS staff 
members ore scheduled to work twelve, twenty-four, and thirty-six hour shift segments. 
Three ambulances of the fleet of flve are equipped continuously for response, with two 
ambulances assigned to "on duty* crews and a third ambulance reserved for "cal back" 
crew readiness should a medical emergency require a third ambulance. The remaining 
vehicles are available as reserve or replacement ambulances to allow for scheduled 
maintenance and repair schedules to occur. Technicaiy. the Hopi EMS program only 
has enough resources to staff 1 .5 MMme crews and needs funding tor three full-time 
crews. At present, overtime Is used to compensate for lack of personnel. As 
emergency call volume Increases staff overtime, staff burnout results In an area whero 
It Is difficult to find experienced EMS personnel. 

During tho past five yean. Hopi EMS has experienced a growth In the volume of 
emergency calls of about fifty-seven percent (♦/- 10% per year). Should this trend 
continue. Hopi EMS is projecting an annual cal volume of nearly 2000 calls by the year 
2004. Roughly, half of the calls are EMS 91 1 -emergency cals and half are inter-facility 
patient transports either to an air-ambulance or by ground directly to another health 
care facility ninety to one hundred-twenty mites away. 

The Hopi Tribe recently opened a new ambulatory health care center. Although 
the Center offers a wider array of health services, inpatient capacity is extremely limited 
(4 beds and 2 birthing beds). With the dosing of the seventeen bed inpatient hospital. 
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most patients requiring inpatient care must now be transported depending on their 
condition and avaiaMity of beds at the ambulatory care center. Inter-fadhty transports 
are expected to increase dramatically due to facility capacity. 

The Hopi EMS program is financed through an IHS PL 93-638 contract 
agreement, third party bWng. and some additional grant funding. The present revenue 
available for our program is extremely inadequate to meet the mandated mission and 
serve the population according to basic industry guidelines. 

The Hopi Tribe estimates an urgent need of $505,580 to facilitate the move from 
an inpatient hospital setting to an ambulatory care setting. The expense of operating a 
standardized EMS program on the Hopi reservation wfll run a shortfall of $935,000 
unless additional revenue is obtained. The attached budget charts wil help the 
Committee understand this shortfa*. 



In 1993, the National Highway Traffic Safety Administration. Technical 
Assistance Team (NHTSA-TAT). conducted an evaluation of the Indian Health Services 
EMS program. NHTSA-TATs basic recommendations included the following: 

1 ) that Congress and IHS officially recognize EMS as an integral part of the health care 
delivery system for Native Americans; 2) that the IHS budget include an EMS line item 
that dedicates EMS fundtog consistent with dearly documented EMS needs by 1995; 
and 3) that IHS establish an adequately staffed EMS branch within the IHS to assure 
effective oversight, policy development, and support and advocacy for quality EMS 
services. 

The Hopi Tnbes suggests that the foiowtng steps be considered as a way to 
address critical EMS needs 

1 ) Create an I H S/Tribal task force to review tnbal EMS programs and assess ovorall 
needs. Examine payments from other public payers for such services. 

2) Establish a routine reimbursement mechanism for IHS payment of medically 
necessary Inter-facility transports such as from an ambulatory care center to a 
hospital 

3) Appropriate additional funds to meet the goal of the President's budget requost for 
emergency medical services The President's budget request for fiscal year 2001 
Includes an Increase of $2,912,000 to Increase access to effective emergency 
medical services (EMS) for Indian people by improving the capacity of IHS and tnbal 
programs to provide hospital and pre-hosprtal EMS * The funds are to bo avaiablo 
to all IHS Areas and would be used to expand the capacity of the 70 existing EMS 
programs that now serve Indian people. The budget summary indicates that the 
funding will include the training of new emergency medical personnel as well as 
enhancing the skills of current personnel and upgradng equipment. The funding is 
also to be used to develop EMS capacity for 1 to 3 tribes that are currently without 
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EMS systems. The budget request notes that presently an estimated 25 tribes 
have the need to develop EMS systems. This budget request acknowledges a 
dear problem. 

4) Appropriate additional funds to shore up grant programs administered by the 
Department of Health and Human Services Office of Rural Health to expand access 
to health services in rural communities. This Office has supported grants to pilot test 
the effectiveness of structured treat and release programs; the concept appears to 
have promise for other rural communities in providing emergency care. 

5) Review the Department of Transportation s experience with Trtoal EMS programs. 
Can an Initiative be renewed through the Department to provide funding for training 
and help establish Tribal EMS programs? 

6) Consider the attached legislative language drafted by the Phoentx/T ucson/ Navajo 
IHS Areas during consultations with Tribes on developing reauthorization language 
for Indian Health Service programs (see attachment). 


Conclusion; 

In closing, I draw your attention to the remarks of Richard Flores, President of 
the Southwest Native American EMS Association Mr. Flores told an audience that he 
was 'struck by the lack of awareness and needs of Native Americans with regard to 
funding EMS services’ during his visa to Washington. DC last year He advised his 
audience to address this gap in knowledge, which In turn has created a gap in funding. 

Again, thank you for aBowing the presentation of this testimony. We look forward 
to working with you in the course of your del derations on legislation to reauthorize and 
improve health programs for Native Americans. I would be pleased to respond fully to 
any request for additional information and hope you take a serious look at the ever- 
increasing need for improved emergency medical services 
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Att*cftm*ot A 
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Moaaa. Sr«»u». Dun & Waikcn. LLP 



Honorable Ben Nighthorse Cartel 1 
Senate Committee on Indian Affair* 

Room 838 Senate Hart Building 
united States Senate 
Washington. DC 20510 

Ui S. 2528 
□ear Chairman Campbelli 

We write on behalf of the Bristol Bay Area Health Corporation 
to make clear its position on a provision in S. 2528. Section 
406(g) of the bill permits tribal health car* prograaa funded under 
the Indian Self-Determination and Education Assistance Act to 
recover relmburaaswnt for health services provided to employees of 
Indian tribes or tribal organisations from trlbally self-insured 
employee health plans only with the consent of the tribal sop] oyer . 

This additional provision was not included in the bill ae 
recoaawnded by the National Indian Steering Coamittee. We 
participated actively as a representative of BBAHC in the many 
national and regional consultations which produced the Steering 
Coemit tee draft. To our recollection no tribal representative 
every proposed such a provision. CXr client is not aware of any 
tribe or tribal organisation which had recommended this change in 
the bill. 

We also participated in the development of testimony for the 
hearing on July 26 to be submitted by the Steering Commit toe. At 
that meeting it was determined that the Steering Coamllte* would 
reccamend the deletion of this provision in section 406(g) since 
that Steering Committee was not aware of any tribal support for 
the provision and considerable tribal opposition had been voiced. 

W* unoler stand that, while no Steering Consult** 
representative was asked to testify on Title IV at the July 26 
hearing, a stat ament has been prepared, including a recceswodation 
for the deletion of this provision. Uit that it was not cleared in 
time for autmlttal prior to the deadline last Friday. August 11. 
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Honorable Ben Nighthorse Caopbell 
August 14. 2000 
Page 2 


While we have been assured that this Steering Coomittee 
statement will be filed for the record of the recent hearing in 
Bismarck. North Dakota, on the bill, we are submitting this lotter 
on behalf of our client, the Bristol Bay Area Health Corporation, in 
order to assure that its position is reflected in the record. BBAHC 
provides health services in the 45.000 square mile Bristol Bay 
region of Alaska, and operates the Kanakanak Hospital in Dillingham, 
Alaska. It depends for tertiary in-patient care on the Alaska 
Native Medical Center which is now operated under the Indian Self- 
Determination and Education Assistance Act by the Alaska Native 
Tribal Health Consortium, a coalition of tribes and tribal 
organizations which includes BBAHC and its member tribes. In 
BBAHC s view, the ability to recover for health services provided to 
Indian and Alaska Native employees of tribal organizations which 
self-insure as allowed by existing law and the Steering Coomittee 
bill is critical for the financial viability of the ANMC. BBAHC 

urges that your Coomittee follow the Steering Committee 
recoomendations with respect to the wording of section 406(g). 

We respectfully request that this letter be included in the 
record of the hearing on July 26 and express our appreciation in 
advance for your willingness to do so. 


Sincerely yours. 



ccs Senator Inouye. Attn: Patricia Zell 

Senator Stevens, Attn. Elizabeth Connell 

Senator Kurkoweki, Attn: Amy Bannon 

Congressman Don Young, Attn: Cynthia Ahwinona 

H. Sally Smith 

Robert Clark 

Rachael Joseph 

Buford Roll in 

Myra Munson 
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NORTHWEST 

PORTLAND 

AREA 

INDIAN 

HEALTH 

BOARD 


July 26. 2000 

Senator Ben Nighihorse Campbell and Senator Daniel Inouye, 
Senate Indian Affairs Committee 
Han Senate Office Building 
Washington. DC 20510 

Dear Senators Campbell and Inouye, 


• Tnta 


i Tata 


StauTHta 


TMtatTHta 


527 SW Hall 
S«ta no 

Potlliad. OK 97201 
V (MS) 22X411) 
FAX (503) 228 S 1*2 


Thank you for this opportunity to provide testimony on the Indian Health 
Cart Improvement Act. Tribes nationwide appreciate your efforts in 
holding the Senate Indian Affairs Committee's third hearing on proposals to 
amend and reautboruc P.L 94-437. I was privileged to testify in person at 
the May 10. 2000 hearing where I was asked to comment on Title ID. the 
facilities title. I would like to limit my comments today to Title IV. the 
Access to Health Services Title of the Indian Health Care Improvement Act. 

The Northwest Portland Area Indian Health Board has been an active 
participant in both the cuncnt law (P.L 94-437) provisions relating to 
Medicare and Medicaid contained in Title IV and the proposed changes 
reflected in Senate BUI S. 2526. 

The purpose of Title IV is to allow American Indians and Alaska Natives 
full access to the health programs administered by the Health Care 
Financing Administration. As you know theae programs include the 
Medicare. Medicaid and Children's Health Insurance Programs la addition. 
Title IV grants authority to Indian health programs to bill and be reimbursed 
for services provided to eligible American Indians and Alaska Natives. 

Title IV is a complex title that addresses issu e s hilly understood by only a 
handful of health policy experts The National Steering Committee 
benefited from the wort of many Indian Health Service, tribal, uihan and 
Health Care Fin a ncin g Administration staff and tribal attorneys in the 
development of the proposed Title IV in S. 2526. Ye* amidst this 
complexity, the title really has only two goals: first, to guarantee Indian 
people access to the Health Care financing Administration's programs and 
secondly, to ensure that Indian health programs are paid for services 
provided to eligible American Indians and Alaska Natives (and in certain 
instance other non- Indian patients). 

Of course, beyond the two related goals of the title lies the complexity of the 
programs themselves and then interaction with an equally complex Indian 
heahh system of health care delivery and finance. Consider how Medicaid, 
a means-tested health insurance program, financed jointly by states and the 
federal gover nm ent, but administered by states according to federal policies 
interacts with the Indian Heahb Care system Fust, imagine bow one of my 
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Ncz Perce Indian elders feels when being interviewed about her finances as 
a condition of receiving her contract health care-purchased services. It is 
required that we do so by Indian Health Service policy and as a practical 
matter to increase our revenues. Second, you can imagine how a tribal 
leader reacts when told that a shift in state of Idaho policy can mean fewer 
rather than more dollars in income from Medicaid. In both cases the sense 
that a federal obligation to our tribe has been violated leaves our people 
confused and questioning why do leaders like myself continue to work on 
Medicaid issues. 1 ask the same question myself and continue to advocate 
for entitlement status for Indian health, but I know that we must, for the time 
being, improve our relationship with the Health Care Financing 
Administration programs. That is what we have tried to do in Title IV. 

The Northwest Portland Area Indian Health Board and its member tribes 
have a great deal of experience with Medicaid and the much smaller 
Children’s Health Insurance Program. In fact, last June we were invited by 
the National Steering Committee to share our experience in a presentation to 
the committee that detailed current Medicaid practices in our states of 
Oregon. Washington, and Idaho. That presentation listed many of our 
existing practices that became the new amendments to the act to promote 
access to Health Care Financing Administration programs and guarantee 
payment to Indian health programs. These practices were established with 
hard-fought negotiations in our states with Medicaid programs and the 
Health Care Financing Administration. The practices include: exemptions 
from estate recovery, exemption from cost sharing, prohibition of automatic 
assignment to non-Indian providers or managed care plans, payment for out- 
of-plan services when an American Indian does choose a managed care plan 
as their primary provider, payment of the federal all-inclusive encounter rate 
for services such as dental, mental health and alcohol and substance abuse 
treatment, payment (and reimbursement to states at the 100% Federal 
Medical Assistance Percentage) for services beyond the four walls of our 
facilities, and other important agreements that all share the goal of 
increasing access to American Indians and Alaska Natives and guaranteeing 
fair payment to Indian health programs. 

Let me repeat that these Medicaid practices are examples of our 
accomplishments under the current act. Why then did we work to include 
changes in the reauthorizatioo bill? The answer is because tribes in other 
areas told our tribes that our accomplishments were good ones, but in most 
cases not achievable in their states. We were asked to document our 
practices and work to codify them in the reautborization bill together with 
other model practices in states such as Alaska. By placing them in the new 
Indian Health Care Improvement Act these practices will not depend on the 
whim of state politics or changes in views of the Health Care Financing 
Administration. Our own self-interest also makes us a strong a supporter of 
these changes because we know these practices are successful but we also 
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know the political support behind them is tenuous. All tribes, including our 
own, will benefit from making permanent law what is now simply a matter 
of policy. 

Finally, proposed changes to the Medicare program will correct the 
disgraceful record of this program in serving Indian people. In my view, the 
authority for Indian Health Service clinics to bill Medicare should not have 
to wait for the bill to pass. Couldn't this change be made in a technical 
amendment to some other bill or report language for the Interior 
Appropriations bill (HR 4578)? 

I would also hope that the committee continues to work for the elevation of 
the Indian Health Service Director to Assistant Secretary for Indian Health 
in the Department of Health and Human Services rather than wait for this 
change to take place as a new provision of Title VI. 

Thank you again for the opportunity to share our views with the committee. 
The Northwest Portland Area Indian Health Board continues to keep our 
member tribes informed on the progress of the Indian Health Care 
Improvement Act and we stand ready to assist the committee until the 
reauthorization bill is passed. If you have any questions please contact me 
or our staff for the act, Ed Fox al 503-228-4185. 


Sincerely, . 

S&v />• Mb 

Julia A. Davis V 
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Albuquerque Metro Native 

P.O. Boi 1571 

, New Mexico, 871 B3 
(5*5) 291-1880 

CHMik 


Coalition (AMNAC) 


July 19.2000 


The Honorable Pete Domenici 
U S . Senior 

328 Hart Senate Office Bulling 
Washington. DC 20510 


Dear Senior Domenici: 


I am appealing for congressional anemkm and merest to the dammhrneia of services of the 
Indian Health Service (THSX Albuquerque Service* Una (ASU) and the Mao* closurt of the 
IMS. Southwest Indian Polytechnic Institute (SIPI) Dental Program. 

Health care tor the 30.000 Urban Indians Irving in Albuquerque is a dismal reflection of the 
commitment that the United Stales government brings to its tnm responsibly. The primary 
federal agency that has responsibility for the provision of health care for Native Americans and 
Alaska Natives a the Indian Hcakh Service, which n part of the U.S. Department of Health and 
Human Services. The Albuquerque Service Ut*. whkh ia a part of the Albuquerque 1HS Area 
Headquarters a located in the city and has been delivering beafch care services and programs to 
the 27 tribes in the area as well as the urban Indian population However, in the past six years, 
there has been a steady and surreptaious erosion of services to the urban Indian population by the 
IHS. This has occurred through a scries of funding m anagement problems, diversion of funds to 
other than patient care priorities. avoiding the health care needs of the urban Indians by abolishing 
approximately 16 health cart positions and mainly the local tribes exercising greater self- 
determination over their hcakh service to bring the de lorry systems to their home communities. 

The Albuquerque urban Indiana have no quarrel with the local tribal gov ern ments exercising 
greater setf-determmalion. in fret, we encourage iL However the htcsi withdrawal of the “tribal- 
fundmg shares" in FY 2001 will force closure of the 9PMHS Dental Clinic. Moreover, « will 
leave the majority of Native Americans rcsidng ia Albuquerque without even the most basic 

health. Compounding our concerns ia that out of appro xi mately 5.000 Indian students enrolled in 
the Afcuquerque school districts, only 1.073 received SIPl/IHS Denial Clinic services in 1998. 
ARxiqucrque children not using dental services a an unbebevable 79%' Agaav this reverts back 
to the lack of funds to reach the American Dental Association rec o mmended ratio of I dentist per 
2,000 population SIPl/IHS Dental One's ratio of ful tone dentins tt I to 30.000. 
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There does not appear to be any real conra tm ea from the lndwn Health Service to improve or 
restore health care services to the urban Indians in Afouquerque except to engage in lengthy 
discussions and rhetoric about “pertnenfajpa” which have been going on for over 2 years. There 
has been no attempt by IHS to request add i t i onal a ppropriation for this large group of Native 
Americans. (The Indian Health Service reports that, although over 65% of Native Americans live 
in an urban setting, less that 1% of the IHS budget is dist ri buted for their care.) In the meantime, 
the health care “tug" is slowly and assuredly being cut away from people who can least afford to 
pay for health care. 


The Albuquerque urban Indian population numbers have been used to justify the budget for the 
Albuquerque Service Unit and then the tribal entities in the ASU catchment area are permitted to 
divide up the “urban- inflated - fundmg m it rin g the tribal population as a percentage of the whole 
budget without considering that the tribal user popuhlioo( 1 3. 134) is not accurately represented 
in terns of percentage of the whole Native American population served. The 1997 IHS service 
statistics show that of the 15.154 visas to IHS hrihliea. urban Indian made 72.720 of those visits 
generating over SI3.4 nalhon of the SI6.6 mdhon recu rrin g dollar distribution to the local ASU 
tribes. Without the urban Indian service population numbers, the amount of the whole budget 
would be smaller (53.2 million vs SI 6.6 mdhon) and therefore, the tribal diarea would be smaller 
The mban Indian population receives zero dollars of SI 6.6 milhon distribution. If Afbaqaerqar 
■rbaa ledkaa. were coasted as part of (W trtal service population that IHS cited when 
coSocting Snyder Act Fend, horn Caugreaa. the Albuquerque Indians should abo be 
recipients of the cqnHabie dribiou of tbore funds. (Reference Rincon Band ofMiaaloa 
Indiana v. CaUfano. 464 F. Supp 934 (N.D. caL 1979) 


I am asking for your assistance to make an congressional inquiry into why IHS oouldn't change 
the status of the SIP! Dental cknic back to its original charter as an all nations dental clinic for the 
purposes of cstabhstung a denial mining fiseikty and a dental service choc for the 30.000 urban 
Indian population which includes over 5.550 SIPI. Albuquerque Pubhc School. and University of 
New Mexico student. Thb request is not askag for ■ unique riturtion. the HaakeD Indian 
Nations University (formally Haskell Institute) has an all nations health and dental clinic which 
dates back beyond 1950's and has direct funding that is not subarrvirnl to the local tribes and is 
not under the auspices of PX. 93-63* 

I am also requesting that dura* the Senate lore* on the rewrite of P.L 94-437 you comfort 
introducing this written testinony from Afouquerque Indian c o mm u nity. Because (his group fceb 
so strongly that the trust res po n s i b i li t y is being viohled and (hat accountability anJ responsibility 
is not being taken seriously by the IHS. we are asking that somlnnti to the PX. 94-437 include 

the future. Except for Title V unicr PX. 94-437. irban Irxl-^Suratx^do not ha^d^ct 
access to the funding provided to exiting Indian Health Services facilities in urban areas. Tale V 
also only provides fooling directly to urban Indian organization, and not to existing urban IHS 
foabties. Urban Indians, espcciaiy in Atwquerque. desire to continue to obtain their health care 
tkough existing IHS frettbes. 
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1994 level of ser^oetfor thenca 3 focal yean) vld^bappro^U^ S2.7 mtfkmdofon 
annually H a mperslive that such appropriation! for ihc S1PI Dental Program be dwtealcd, Unc- 

rcsounxa and coordination of care and tel nor be subject to the provisions of the Indian Self- 
Detcrmnation and Education Assistance. There should also be periodic reports required of the 
IHS to appropriate congressional groups to assise the integrity of such expenditures. 

I would appreciate you making this letter a part of the hearing record before the Senate 
committee bearing on P.L. 94-437 rewrite and the Senate A p propriations subcommittee. 

Your continued merest and support is greatly appreciated. Feel free to contact Emmett Francis 
at (505-76*- 3000) or Keith Franklin at (505) 291-1 M0 regardmg this matter. Thank you very 
much. 
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CHEYENNE RIVER TRIBAL NATION POSITION PAPER 
ON THE REAUTHORIZATION AND REVISIONS 
TO THE INDIAN HEALTH CARE IMPROVEMENT ACT 
The reauthorization of this legislation is essential to the efforts of all Tribal Nations to 
continue the process of improving the health care of our Tribal members. 

To briefly summarize, we strongly support the Govera m e n t-to-Government Consultation 
process and the proposed amendments. We strongly urge Congress to increase 
appropriations to a level consistent with that provided to the nation as a whole and would 
hope Congress will see fit to fund those sections that have been authorized but never 
funded. 

In these times of prosperity, it is heartbreaking to watch our people continue to suffer 
from diseases whose rates can only be compared to those of some of the more disease 
ravaged Third World Countries. In this period of extended budget surpluses, we urge 
Congress to utilize a portion of this surplus to raise the level of funding for Indian Health 
programs which in this area are funded at less than 50% of the known unmet needs. This 
results in suffering and early death for many tribal members. We feel the Indian Health 
Service goal of 'Raising the Health Status of the Indian people to the highest level" is 
innocuous and should be more specific Le. "at least to the 
enjoyed by the rest of the natioo*. 


level as the health status 
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The 1HCIA along with the Snyder Act is the legislation at the core of the Federal 
Government’s responsibility for meeting the health needs of AI/AN. Since this 
legislation contains a wide ranging list of provisions, many of which have significant 
budget and management implications across Indian Country, a thorough review and 
careful consideration are necessary to ensure continued improvement of Indian health 
care. Specifically we will address each title individually as it relates to issues that affect 
the daily lives of our Tribal members and impacts upon their health and welfare. 

TITLE I - INDIAN HEALTH HUMAN RESOURCES AND DEVELOPMENT 
We certainly support the two- fold purpose of this title: 

1. ) To increase the number of Indian students entering the health professions; and. 

2. ) To assure an adequate supply of health professionals to the Indian Health Service and 

to Urban and Tribal Health delivery systems. 

Of particular interest a new language added m section 1 16 to require that ’appropriate 
employees’ undergo instruction in the culture and history of the Tribe whose members 
they provide services to. which would be provided by tribal colleges, if possible. The 
cultural sensitivity training may be more a pprop riat ely provided by Tribal Councils. This 
should greatly reduce staff turn over amongst non- m ember medical staff. 

We would support language to require Title I recipients to fulfill their scholarship and job 
placement requirements in the areas from which they receive their scholarship assistance. 
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We also strongly support language that would designate all programs operated by Tribes 
as health profession shortage areas. Tribal Health profession staffing needs must be 
given consideration on an equal basis with programs operated by the Indian Health 
Service. There should be no change for those students already in the ‘pipeline’ regarding 
their priority status. 

TITLE II - HEALTH SERVICES: 

We fully support the goals of Section 201. which would reinstitute the Indian Health Care 
Improvement Fund. Section 201. “(a)* (5) Augmenting the Ability of the Services to 
meet the following health service responsibilities with r espect to those Indian Tribes with 
the worst level of health status and resource deficiencies in the following categories: 

(A) Clinical Cate 

(B) Preventive Health 
(O Dental Care 

(D) Mental Health 

(E) Emergency Medical Services 

(F) Treatment and Control of/ and rehabilitative care related to alcohol and drug abuse. 

This must surely have been written specifically for the ‘Aberdeen Area" in general and 
each of the Tribal Nations in this area in particular. Unfortunately, the Aberdeen Area 
Indian Health Service and Tribal Health patients suffer from the worst health status and 
have the greatest resource deficiencies in the nation. It b estimated thb area b funded at 
47% of the amount the Indian Health Service calculates as the resources needed to fund 
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100% of the Area's known health needs. It seems so unconscionable that as we enter the 
twenty- first century in a nation with unprecedented prosperity that Native Americans 
continue to be afflicted by disease at rates much greater than other races; they continue to 
suffer more and longer; and many die de c ad es earlier than they should because they lack 
access to health care that is adequate. 

Year after year studies have revealed that prevelance of Diabetes amongst Indian people 
has increased at an alarming rate Type II (Onset) Diabetes is epidemic amongst younger 
tribal members. Recently a thirteen (13) year old female member was diagnosed with 
Type U Diabetes. On average, three (3) additional tribal members are diagnosed per 
week with Type II Diabetes. It is believed that many, many more arc in a state of denial. 
Complications of this dreaded disease continue to devastate many members of our Tribal 
Nations. 

Historically. Diabetes was unheard of in Indian Country, before we were subjected to an 
abrupt change in our lifestyle. We were the healthiest people on Earth. We were highly 
mobile, subsisting on a diet rich in protein and low in carbohydrates. 

Studies have indicated our Indian bodies react differently to carbohydrates, fats and 
sugars. Therefore, research done on the effects of Diabetes on Indian people must he 
conducted on Indian people to have meaningful results. 

We strongly support the goals of Section 204 that would make model Diabetes programs 
recurring through the Year 2012. We urge Congress and the Administration to be 
generous with resources to implement this section in a meaningful way to prevent and 
control Diabetes. 
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The Cheyenne River Sioux Tribal Nuba strongly supports the revision to Section 204 
which includes Authority for funding U> establish, equip and staff kidney Dialysis 
programs to treat the burgeoning number of diabetics suffering from renal foilure. 

This area continues to receive less than its equitable share of Indian Health Service funds 
because of the capitation based funding formula adopted by Indian Health Service 
Headquarters. A cap nation- based distribution formula penalizes us because of the high 
percapita usage of health services in the Aberdeen Area. To coned this inequity, we 
strongly encourage language that would mandate the usage of weighted health status; 
particularly, yean of productive life lost (YPLL) by Indian Health Service. We strongly 
recommend that area offices consult with local Tribal Nations regarding fund 
distribution rather than relying upon the central office to make the distribution on their 
behalf. 

We strongly support the ex pa n ded services in Section 213 to include hospice care, 
assisted living, long-term health care and traditions I health care. 

The Cheyenne River Sioux Tribal Nation operates the only EMS services within a 50 
mile radius. The program is seriously under funded as the primary link to our outlying 
communities for patients with e m er g e n cy health care needs. This constitutes a serious 
breach in our health delivery system. Therefore, we urge Congress to appropriate 
sufficient EMS funding as a recurring line item in the budget. 
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We support all other sections of Title II and urge Congress to fund the appropriate 
sections in a meaningful way. 

The Cheyenne River Sioux Tribe opposes the cuireot Indian Health Service Contract 
Health Care Priority System as being neither economically sound nor conducive to the 
provision of quality health care. The Cheyenne River Sioux Tribal Nation urges 
Congress to establish a committee which includes consumers to research the devastating 
affect this priority system is having on the ability of our patients to access health care at 
the most appropriate time to insure the most desirable medical outcome in the most cost 
effective way. 


TITLE III - FACILITIES: 

We appreciate Congress* commitment to continue to expend funds for the planning, 
design, construction and renovation of health facilities on behalf of Tribal Nations. 

The Cheyenne River Sioux Tribal Nation, along with others in this area, b in dire need of 
expanded health care facilities with sufficient staff to meet the cunent demands for 
outpatient and inpatient services. Limited he alt h care capabilities of our local facility 
together with limited Contract Health Care dollars leaves many patients with no access to 
health care for extended periods of time. This pliHw mpm p results in needless patient 
suffering and premature death in many cases. 


We support the various sections of Title III including the requirement for Tribal 
Consultation in all facility issues and the language encouraging Trfoal Nations to become 
creative and innovative in their approach to facility construction. To further enhance this 
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section, we urge Congress to support the design and construction of inpatient facilities 
under the Joint Venture Heahh Facilities Demonstration program. 


With regard to the establishment of a facility priority system by the Secretary, we 
recommend the establishment of a base- funding amount to ensure the completion of those 
facilities that have gone through the process of review and approval. It is our position that 
because many Tribal Governments have spent years getting their project oo the list, it 
would be unfair to those Tribes to amend the priority system at this time. 

It is also our position , ^* 1 greater emphasis should be given to unmet health and 
health status and more weight placed on remoteness in establishing a health care facility 
priority list. 

We also urge Congress to consider the total need of all Tribal Nations when determining 
facility needs even though those with critical needs may exceed ten in any one of the 
stated categories. Congress should adopt this policy initially until the playing field is 
leveled before placing a limit oo the number of facilities it will consider for funding in 
each category in each reporting period 

TITLE IV - ACCESS TO HEALTH SERVICES: 

We support the provisions in this title that attempt to eliminate barriers which prevent 
Indian Health Service. Tribal Nations and Urban organizations from folly accessing 
rei m b u rs e ment from other Federal Programs including Medicaid. Medicare and 
Children’s Health Insurance Program (CHIP). 
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Severe and longstanding lack of adequate appropriations to Indian Health Service require 
that alternative funding be accessed to the maximum extent possible. 

Recently the South Dakota State Legislature extended a moratorium on licensure of long- 
term health care (nursing home) facilities. Because a state license is required as a 
preliminary condition of eligibility to receive reimbursement for services provided to 
eligible beneficiaries under Medicare/Medicaid, the Tribal Nations in this State have been 
effectively blocked from participating under Tale XVIII and Title XIX of the Social 
Security Act. 

Many of our Elders are being denied long-term health care and other elderly health care 
because this care is not available on the Reservation. 

Most Indian elders are opposed to leaving their families to travel hundreds of miles to 
surrounding non-Indian communities for bog-lam health care but they must because this 
is not available locally. 


Therefore, the Cheyenne River Sioux Tribal Nation strongly supports direct 
reimb ur seme n t of service s provided to eligible beneficiaries of Medicare and Medicaid 
for long term health care, assisted living health care and other elderly health care. Direct 
reimburse m e n t from HFCA to Indian Health Service and Tribes for bog term health care. 


all cost sharing for eligible beneficiaries served by Indian Health Service or Tribal ly 
managed long term health c are facilities undo Medicare. Medicaid or CHIP is critical to 
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ensure that Indian health programs have fan access to all Federal funding sources and the 
opportunity to modernize their programs to address the needs of and to fulfill the 
responsibility of the United States to Indian people. 

Also, the Cheyenne River Sioux Tribal Nations support language that would permit 
Tribal Health programs to bill for and receive reimbursement for services provided to 
eligible beneficiaries under Medicare and Me dicaid even when the tacitly in which these 
services are provided b owned by the Federal Government. 

TITLE V - HEALTH SERVICES FOR URBAN INDIANS: 

We appreciate and strongly support Congress' efforts to make quality health care 
available to Tribal members, who for whatever reason, choose to live in Urban areas. We 
favor language proposed to permit urban programs to receive lump sum payments for 
Indian Health Service contracts or grants under the tile and to use cany-forward funding 
from one year to the next. 

TITLE VI - ORGANIZATIONAL IMPROVEMENTS: 

We urge Congress to act quickly to elevate the Director of Indian Health Service to an 
Assistant Secretary for Indian Health. With respect to the appointment of an Assistant 
Secretary for Indian Health appointed by the President with the advice and consent of the 
Senate, we support language that would require consultation with Tribal Governments 
prior to and during the appointment process wih Tribal Governments being given the 
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opportunity to submit the names of qualified individuals, one of which will be selected by 
the President and the Senate. 


TITLE VII - BEHAVIORAL HEALTH PROGRAMS 

As we enter a new millenium it is heart-rending to be continually reminded of the “Grim 
Statistics in Indian Country*; e g Native American disease rales compared to all other 
races: 

1. Alcoholism 627% Greater 4. Accidents 204% Greater 

2. Taberealoms 533% Greater 5. Saleide 72% Greater 

3. Diabetes Mcllitus 249% Greater 6. Homicide 63% Greater 

While these overall statistics are alarming, more alarming still is the bet that the 
Aberdeen Area patients' health status is much worse than the average for the Indian 
Health Service as a whole due to the inequity inherent in the Indian Health Service 
distribution methodology which is primarily per capita driven. 

These grim statistics continue to reflect the effect of cultural oppression, loss of 
traditions, a long history of forced internment on Reservations and a drastic change in 
lifestyle for our people; however, we feel it is lime for us to join hands and resolve to 
improve upon the health status of the members of all Tribal Nations. 


The aim of this tile appears to attempt to integrate substance abuse, mental health and 
social services into who list ic behavioral health p ro gr am s . The Cheyenne River Sioux 
Tribal Nation has consistently t a ken the leadership role in addressing the myriad of needs 
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associated with behavioral health problems; therefore, we strongly support integral mg 
programs which are nurturing, fulfilling, accountable and responsible in offering 
significant opportunities for all Tribal Nations to enjoy wellness through a balance of 
modern medicine and traditional beliefs and treatments. 

We urge Congress to provide adequate funding to begin to make sig n i fi ca n t measurable 
improvements in health status in the Aberdeen Area Indian health care. 


TITLE VID - MISCELLANEOUS 

The Cheyenne River Sioux Tribal Nation strongly supports the establishment of a 
commission to study the questions which need to be resolved in dcfmmg entitlement and 
to making health care an entitlement as opposed to discretionary funding As Treaty 
Tribes, we believe that health care is an entitlement by virtue of these treaty rights and as 
ratified by passage of the Snyder Act by Congress in 1921. 

Of the twelve Indian Health Service areas, the Aberdeen Area IHS, comprised of North 
Dakota, South Dakota. Nebraska and Iowa, suffers from higher disease rates, and is under 
resourced to a greater e xt e nt than other areas These factors combine to place an added 
burden on an already strained health delivery system 

Health care in this area is so i n ad eq ua te that the life expectancy amongst tribal member is 
6 years less than the IHS average and 12 yean less than the national average Diabetes is 
occurring at epidemic rates, even among juveniles. Amputations from diabetes 
complications are occurring at an alarming rate and Tuberculosis has once again become 
a threat to the lives of our members, largely because of lack of an adequate health facility 
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thal is sufficiently staffed to provide daily patient care. This all points out the need for 
additional resources to improve health care in the Abe r dee n Area. 

Thank you for allowing the Cheyenne River Sioux Tribal Nation to express its opinion 
with regard to this important piece of legislation, its reauthorization and various 
amendments thereto. We urge Congress, as you consider this legislation, to consider the 
consequences to Indian people of continued under resourcing of our health programs. 
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RESOLUTION NO. 159-OO-CR 

WHEREAS, the Cheyenne River Sioux Tribe of South Dakota is an unincorporated Tribe 
of Indians, having accepted the pro visions of the Act of June 18, 1934 
(48 StaL 984); and 


WHEREAS, the Tribe, in order to establish its tribal organization, to conserve its tribal 
property, to develop its common resources; and to promote the general 
welfare of its people, has ordained and established a Constitution and 
By-Laws, and 

WHEREAS. Congress is currently considering the Indian Health Care Improvement Act 
Reauthorizatioo of 2000; and 

WHEREAS, the I n dia n Health Care Improvement Act along with the Snyder Act is the 
core of the Federal Government's responsibility for meeting the health 
needs of all eligible Native Americans; and 

WHEREAS, the Aberdeen Area Indian Health Service and tribolly managed health 

programs are seriously under-r es ourced, c au si ng our people to be afflicted 
by disease at rates much greater than other races and to suffer more and die 
much earlier than they should because they lack ad e quat e health care; and 

WHEREAS, it is important that we influence the Amendment* to this Act to the greatest 
extent possible, to improve on health care throughout Indian Country, now 

THEFORE BE IT RESOLVED, that the Cheyenne River Sioux Tribe does hereby 

authorize the submittal ofa document entitled the “CHEYENNE RIVER 
TRIBAL NATION POSITION PAPER ON THE REAUTHORIZATION 
AND REVISIONS TO THE INDIAN HEALTH CARE IMPROVEMENT 
ACT" as our official comments relative to this proposed legislation. 
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RESOLUTION NO. 159-OO-CR 
Page Two 


CERTIFICATION 


I, the undersigned, as Secretary of the Cheyenne River Sioux Tribe, certify that the Tribal 

Council is composed of fifteen (15) members of whom II, constituting a quorum, were 

present at a meeting duly and regularly called, noticed, convened and held this 7* day of 

July, 2000, Regular Session; and that the I 
meeting by an affirmative vote of 11 for.O 



Cheyenne River Sioux Tribe 
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June 21. 2000 


Dear 

As Chairman of the Cheyenne River Sioux Tribal Nation. I have long been concerned 
with regard to the inadequate h e al t h care provided to the people of the Cheyenne River 
Reservation. 

Our people continue to suffer from disease rales that axe far in exc es s of those of the 
Nation as a whole and even exceed the rates of other areas of the Indian Health Service. 
Recently, this siruation appears to have worsened, especially as k relates to in-patient 
care capabilities. 

We strongly urge you to keep this in mind as you begin the task of deciding the future of 
our Tribal Nation's health care through the reauthorizatioo of this important legislation. 

We have attempted to address major i ssues that will have the greatest impact on our 
Tribal Nation's health status. Realize these commeras are provided m all sense of 
f»iip^ uj sincerity we trust you will consider t Vm in ww regard 

We as a Tribal Nation stand ready to assist you any way we can to alleviate premature 
death and suffering amongst our people resulting from a failure by Congress to 
adequately fund programs. 

If you additional information, please contact my office. 

Sincerely, 


Gregg J. Bouriand, Chairman 
Cheyenne River Sioux Tribe 



OnwTrw»j«w 
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2. Why are the provisions of Title IV so important to tnbes and Indian health cate in 
general? 

As you are aware, Indian health care in general is dramatically underfunded, as 
referenced in the Level of Need Funded Study. With Medicare. Medicaid, Children's 
Health Insurance Program, and private insurance currently only paying approximately 
10% of all Indian health care services, all additional sources of revenue will benefit 
Indian people. Title IV would increase the percentage paid by these revenue sources only 
slightly, but any increase for Indian health care would enable tribes to provide care to 
even a few more tribal members. 

3. You stated in your testimony that the Cherokee Nation operates six outpatient 
clinks that provide services to Medicare-eligible recipients, but is not able to get 
reimbursement from Medicare for those services. Could a non-Indian or non-IHS 
facility receive Medicare reimbursements for providing these same services? 

Yes, a non-Indian facility could receive Medicare reimbursement if the individual has 
Medicare Pari B. Most patients don’t have Medicare Pari B (which pays for outpatient 
services) so they utilize the Indian health care system instead of non -Indian health care 
facilities. Also, the Indian health care s>stem receives 20% lest than the non-Indian 
health care facilities because we doo't receive the co-pay. Unlets a tribal I > -operated 
clink becomes a Rural Health Center, a Federally Qualified Health Center, or a Facility 
of the Service it cannot bill Medicare This has become more problematic due to the 
phasing out of the foil-coat reimbursements for Federally Qualified Health Centers. 


4. As a tribal rep r es e n tative, can you tell me what you vkw as the roost serious 

health problems facing Indian people in the immediate, medium, and long-terms? 


As reflected in various data and numerous studies, diabetes and related conditions, such 
as heart disease, high blood pressure, and higii diokvicioi are the teriuus health 
problem facing Indian people today. Hie complications of diabetes include amputations 
and blindness which render many American Indian’s disabled. This is an immediate need 
that has not been adequately addressed. 

Congress appropriated $30 million for 5 years to address this problem. However, as we 
are entering our 4* year, H is just not enough money to make a big difference in the 
diabetes epidemic. The Cherokee Nation received $1.37 million from the IHS Diabetes 
Grant Program for a 12-month period. One of the purposes of the 5-year Diabetes Grant 
program is to engage in tri bally-directed prevention programs. However, the entire 
budget could be spent on drugs to treat people with diabetes, leaving no funding for other 
activities, such as nursing staff for diabetes dinks, orthotks. surgery, information 
systems, training and prevention. 
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Here al Cheroeee Nation, unless we receive additional funding for diabetes, our entire 
Diabetes Grant could Dc consumed by paying for presenpuon drugs. There arc three 
reasons for this: ! ) the number of pcooie diagnosed with diabetes is growing; 2) there 
are new and more effective drugs available to treat people with diabetes and they cost 
more than the older drugs; and 3) the IHS funding has not kept pace with the rising cost 
of pharmaceuticals. 


Other serious health problems facing Indian people include cancer, alcoholism and other 
substance abuse related diseases, and serious and chronic mental illness, often resulting in 
suicide. A I'stg-icfii health problem ii disibi'rrieN fren diabetes and from i'-iurie? due to 
alcohol •related cents. Other long term health problems result from child abuse and 
domestic violence. 

5. You itatul -ppcoximately half of the enrolled tnbal member* in the U.S. live off 
the reservation How many of these pwple live in urban areas? Do you support 
the IHS efforts to provide services for these tribal members in the Oklahoma City 
and Tulsa Urban Indian Health Centers'’ 

Approximately 75-80?'. of the tribal members who live off the Cherokee Nation 
reservation live in urban areas. 

Oklahoma City and Tulsa urban programs were designated as demonstration sites in the 
FY‘87 Interior Appropriations Act. Since then. Congress provided further clarification 
on how the Oklahoma Demonstration Protect* should be treated in the 1992 amendments 
to the 1HCIA. The entire state of Oklahoma was designated a Contract Health Service 
Delivery Area (CHSDA) and urban Indian populations were included in the Oklahoma 
Area’s calculation of IHS eligible patients. 

P.L 04 437. Section 512. passed in W. na-.es -hat the “Oklahoma City Clinic 
demorutialkm protect a ml the Tulsa Clinic demonstration project shall be treated as 
service units M the allocation ol resource* and cooru-narior. ot care aod shall irt be 
subject to the provisions of the Indian Self-Determination Act for the term of such 
projects." This section also states that a repoti will be submitted to Cor gross for fiscal 
year 19‘W, which will include findings and conclusions. 

TV Tulsa Urban Indian Clinic is a beautiful and efficient clinic that serves the urban 
Indian people well The clinic serves I4ti tribe*: with 45% being Cherokee and 26*/. 
being Creek. The clinic is the only urban program that is located within a tribal 
jurisdictional are*. 

Both Oklahoma demonstration projects are considered urban programs as well as service 
units The ramifications of giving permanent *L«fus to these demonstration projects and 
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them retaining their Title V status as service units needs to be analyzed by the two tribes 
in this area. 

The requirement foe a report on this demonstration project should include a full analysis 
by the two tribes. Information is needed to determine the extent to which tribal funding 
is being used to Report urban dimes in Oklahoma, and the sovereignty issues associated 
with tribal contracting and compacting of these service units. 

The Cherokee Nation endorses the concept of federal funding for urban Indian clinics. 
However, the entire Indian health system requires adequate funding so that we are not 
competing for limited resources. With Oklahoma being the lowest funded area in the 
country, it is hard for us to endorse funding for other programs until the Level of Need 
Funded formula is implemented. 

Thank you for this opportunity. If you need any further information, please feel free to 
contact roe. 

Sincerely, 

Executive Officer 
Office of Principal Chief 



